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A NOTE ON THE PERSISTENCE AND DISTRIBUTION 
OF ANTIBODIES TO MURRAY VALLEY 
ENCEPHALITIS IN MAN IN 
SOUTH AUSTRALIA. 


By J. A. R. Mires, 


From the Institute of Medical and Veterinary Science, 
Adelaide. 





At the time of the outbreak of encephalitis along the 
upper Murray in 1951, two cases of encephalitis sero- 
logically shown to have been caused by the same virus 
were recognized along the South Australian part of the 
river, and 15 of 75 human sera collected between Renmark 
and Murray Bridge late in 1951 and tested by Miles and 
Howes (1953) were found to contain antibodies to the 
virus. At this time the number of sera found to give 
positive results to the complement fixation test was 
approximately half that found by the neutralization test. 


In September, 1953, sera from persons of all age groups 
were collected in the South Australian Murray area 
between Waikerie and Blanchetown, and advantage was 
taken of the availability of these sera to carry out tests 
for persistence of the antibody. No evidence has been 
found that any cases of Murray Valley encephalitis have 
occurred in South Australia since early 1951. 





1 Assisted by a grant from the National Health and Medical 
Research Council. 


Sera had also been collected shortly before from the 
two persons who had suffered from the disease in the 
area in 1951. 


Results. 


The techniques used in neutralization and complement 
fixation tests were those previously described by Miles 
and Howes. The results of the neutralization tests are 
shown in Table I. 


It will be seen that of 45 sera tested from children aged 
under ten years, only one gave a positive result. This 
serum was from a child aged four and a half years. It 
is perhaps worthy of note that the serum of the mother 
and of an older sibling also contained neutralizing anti- 
body. Over this age there was no significant difference 
in the number of sera giving positive results in different 
groups. The ages of the children between ten and fourteen 
years whose sera gave positive results were eleven, thir- 
teen, thirteen, thirteen and fourteen years respectively. 
The “positive rate” of all sera from patients aged ten 
years or more was approximately 15%, as against 12% 
for all sera tested. 


All these sera were also tested by the complement fixation 
test, and none which had given negative results to the 
neutralization test gave positive results to the complement 
fixation test. Three gave positive complement fixations to 
titres of 1:5, 1:10 and 1:20 respectively. This gives a 
ratio of complement fixation to neutralization positive 
results of 1:8, as against that of 1:2 obtained six to ten 
months after the epidemic. 
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The two persons who had suffered from encephalitis 
were both tested twenty-nine months after their acute 
attacks. One gave a neutralization index of 2:8 logs and 
a complement fixation titre of 1:20, and the other a neutra- 
lization index of 2:7 logs and no complement fixation. This 
second patient had given a negative result to the com- 
plement fixation test as early as eight months after his 
acute illness. 


TABLE I. 


Number of Sera in Different Age Groups Giving Positive 
Results to Neutralization Tests sf Murray Valley Encephalitis 








Virus. 
Number 
Age Group. Number of Positive 
( Years.) Tested. Results. 
Oto 4. 15 1 
>to 9. 30 0 
10 to 14.. 31 ) 
15 to 19 29 ) 
20 to 24 16 2 
25 to 29 25 2 
30 to 39. s me 26 3 
40 and over és nee 28 6 





Total .. -t 200 24 





Discussion. 


The results given here are not strictly comparable with 
those previously reported by Miles and Howes, since the 
area covered by the present survey is more limited than 
that previously investigated; and whereas in the previous 
survey only serum from adults was examined, in the 
present survey all age groups were included. Our impres- 
sion in our previous survey (on figures too small for satis- 
factory statistical analysis) was that the number of 
positive findings fell with distance down the river from 
the Victorian border. Certainly the percentage of sera 
giving a positive response to the neutralization test from 
subjects aged ten years old or more is not significantly 
lower than the 20% found previously. These results are 
not comparable with those of Anderson et alii (1952), who 
used only the less sensitive complement fixation test; but 
their results, giving about 17% of positive complement 
fixations in the Mildura-Wentworth area, suggests a higher 
infection rate in the Victorian-New South Wales Murray 
region than anywhere in the South Australian Murray 
region. 

The most interesting feature of this survey is the finding 
that only one of 45 sera from children aged under ten 
years had antibodies, although infection had been present 
in the area for only two and a half years before the survey, 
and 15% of sera from those in older age groups gave 
positive results. The result is the more surprising when 
in the 1951 epidemic 21 of the 40 ‘tases reported by 
Anderson (1952) occurred in children aged under ten 
years. 

Unfortunately the previous surveys have not included 
suitable age groups for comparison with these results, 
while the figures given by McLean and Stevenson (1954) 
for Broken Hill give insufficient data in those age groups 
which might have been relevant. 


The most likely reason which can be suggested to 
account for this finding is that, at least in the Waikerie 
district, the opportunities for infection were very strictly 
localized close to the river, and that parents were careful 
to keep their young children away from the river, but 
did not exercise such control over the older children. It 
is, of course, also possible that antibodies to this virus 
last better in older children and adults than in young 
children, and that the original infection rate was the same 
in all groups. 

Regardless of this result, the very high case rate in 
young children in 1951 is probably due to a lack in the 
very young of constitutional barriers to the spread of this 
virus to the central nervous system. The development of 


such constitutional barriers in mice has been most elegantly 
demonstrated by Sabin (1941). Certainly, if the infection 
rate in the very young is low and the case rate high, as 
would appear, then constitutional barriers to the spread of 
this virus must be very poor in those aged under eight 
years. 

Whatever the cause of the very small number of anti- 
body-containing sera from’ young children, their absence 
in this case must give a warning against the too ready 
assumption, at least in the case of arthropod-borne diseases, 
that the lowest age group showing antibodies to a virus 
can give an approximate date for the last occasion on 
which that community was invaded by the virus. 


It had been hoped that the complement fixation reaction 
might differentiate recent from remote infection with this 
virus, but it clearly cannot be used for this purpose in 
the individual case. However, the differing ratio of positive 
results of neutralization to complement fixation tests at 
differing periods after an epidemic may give some indica- 
tion when the epidemic occurred, if sufficient sera are 
tested by both techniques. 


Summary. 


; 1. The presence of antibodies to Murray Valley encepha- 
litis was reexamined along the South Australian Murray 
two and a half years after the 1951 epidemic. 


2. One of 45 children aged under nine years had anti- 
boay in the serum, as against 23 of 155 subjects aged 
ten years or more. 


3. The ratio of positive results from the complement 
fixation test to those from the neutralization test was 1:8. 


4. The significance of these findings is discussed. 
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CROWDS AND POLIOMYELITIS: WITH SPECIAL 
REFERENCE TO A RECENT EPIDEMIC IN 
WESTERN AUSTRALIA. 





By D. J. R. SNow, 


Epidemiologist, Department of Public Health, 
Perth. 





THAT crowds facilitate the spread of poliomyelitis is an 
assumption which is widely accepted. The avoidance of 
crowds has accordingly been a standard recommendation 
issued by health authorities in their attempts to control 
epidemics. Nevertheless it is difficult to find any published 
report describing the infiuence of crowds upon the incidence 
of this disease. Opportunities for studying the association 
would be very rare. However, during the menth of March, 
1954, there occurred in Western Australia a combination 
of events without precedent in the history of the State, 
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and probably without parallel in the annals of polio- 
myelitis. A reigning monarch visited this part of the 
Commonwealth for the first time, and the visit was made 
during the height of a serious epidemic of poliomyelitis. 
The chance of observing the influence upon the notification 
rate of the vast crowds which assembled was therefore 
unrivalled, and the outcome is worthy of record. 


The Population of Western Australia. 


The population of Western Australia has been estimated 
at 633,000 persons, and the total area of the State is 
975,920 square miles. It is therefore one of the largest 
and most sparsely populated States in the entire British 
Commonwealth. Over half the population is concentrated 
in and around the capital city of Perth (estimated popu- 
lation 358,000), the remainder being distributed mainly 
over the temperate part of the State south of Capricorn. 
Other than the gold-mining town of Kalgoorlie (24,000) 


_there are barely half a dozen towns with a population in 


excess of 5000 persons. 


Despite the long distances, communications are good. 
Most of the settled areas are connected by railways or 
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bitumen roads, and there is a comprehensive network of 
air services. Transportation is therefore easy and there is 
fairly free mingiing between community groups. 


Incidence of Poliomyelitis in Western Australia. 

The annual record of notified poliomyelitis in Western 
Australia is depicted in the accompanying histogram 
(Figure I). It is evident that the State has experienced 
only two epidemics of major dimensions in the last forty 
years. The first occurred in 1948. It began in April and 
lasted for approximately eleven months, the clinical attack 
rate being 60 per 100,000 of the population. The second 
epidemic began in February, 1954, and subsided three 
months later. 


Thus, although sporadic poliomyelitis has had a fairly 
long history in this State, epidemics of the disease are a 
comparatively new experience. 


After the 1948 epidemic the prevalence of poliomyelitis 
remained et endemic levels for some five years. However, 
in the last quarter of 1953 and in the early part of 1954 
a small but progressive increase was observed and the 
possible development of an epidemic was anticipated. It 
is a very difficult matter to decide when the incidence of 
this disease has attained the dimensions of an epidemic, 
and yet it is important to do so because of the social and 
administrative implications. So far as Perth was con- 
cerned, the impending Royal visit added a particularly 
heavy responsibility to this decision. After careful con- 


sideration it was decided that if the steady monthly 
increase continued, 20 notifications in a month would be 
regarded as the epidemic level, for this rate would exceed 
any that had been registered during the sixty preceding 
months. This number was recorded during the first twelve 
days of February, and the ensuing rise in incidence was 
so swift as to leave no doubt that an epidemic was in 
progress (see Figure II). 


Implications of the Royal Visit. 


During the 1948 epidemic there were indications that 
crowds and unaccustomed personal contacts had some 
adverse influence on the trend of the notification rate. 
Thus the Royal Agricultural Show, which recorded aa 
attendance of 153,713 persons over a period of four days, 
was followed a fortnight later by an upsurge of incidence 
amounting to some 20 additional cases. The attendance 
on the main day, “People’s Day’, was 65,641, while that 
on “Children’s Day” was 26,551. 

Further, during the course of the epidemic schools closed 
for three appreciable holiday periods. On each occasion, 
about a fortnight after school closure, there was a small 
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burst of notifications which interrupted the general trend 
of the epidemic. These additional cases were attributed 
to infections acquired by children from fresh playmates 
or new contacts. 

In the light of current belief in an association between 
crowds and poliomyelitis, and in view of previous local 
experience, some increase in the number of cases attribut- 
able to the Royal visit was therefore expected. The extent 
of this increase could not be predicted, but the general 
feeling was that it could be minimized by special pre- 
cautions in regard to children. 


Special Precautions Taken in Regard to School 
Children. 

These precautions were based on the following principles: 
(i) Poliomyelitis is spread by personal contact. (ii) Defec- 
tive personal hygiene increases the risk of infection. 
(iii) Children are more liable to poliomyelitis than adults. 
(iv) The intermingling of groups of children from different 
areas favours the spread of infection. (v) The larger 
the number of children assembled, the greater the risk of 
fresh infections. (vi) The longer the exposure, the greater 
the likelihood of infection. (vii) Fatigue predisposes to 
paralysis in those who have become infected. 

Fo implement these principles the following changes 
were made in the Royal tour arrangements for children. 

1. A special review of some 60,000 pre-school and school 
children within the Showground arena in Perth was cen- 
celled. The children would have represented all ages from 
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three to fifteen years. They would have come from a 
large number of schools and kindergartens and from 


many different areas, some of which had been free from 
poliomyelitis. It would have been extremely difficult to 
eliminate all contact between individual groups. Toilet 
facilities would have been severely taxed; and finally, the 
children would have been required to stand in formation 
for at least two or three hours, and would thus be sub- 
jected to undue fatigue. The decision to cancel this review, 
which had been a highlight in the other States, caused 
much disappointment. 

2. As an alternative, a dispersal system of “strongposts” 
was devised, whereby children were assembled in their 
own school groups along the main highways traversed by 
the Royal entourage. Wherever possible these posts were 
sited outside or near the large schools. Where it was 
necessary for children from more than one school to occupy 
a single post, a distance of ten yards separated all school 
groups. Children were not required to stand about for 


longer than one hour. 
individual “health bag”, containing a “snack”, a drink, a 


ar es VisT 
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cake of soap, a small towel, and his or her own drinking 
vessel. They were under strict supervision by their own 
teachers. ' 

3. At the country centres visited by Her Majesty the 
Queen and the Duke of Edinburgh, reviews of school 
children were organized. These were -considered per- 
missible because they involved far fewer children than had 
been envisaged in the mass gathering in Perth. Further, 
few country areas had at that time been involved in the 
epidemic; but in isolated instances schools in affected areas 
were excluded from the respective reviews. In any event, 
apart from the personal precautions indicated in the pre- 
ceeding paragraph, the utmost care was taken to keep 
school groups apart from one another. They were trans- 
ported to the assembly areas in separate vehicles, directed 
to special temporary toilets, and marched quickly to their 
allotted areas. Each operation was conducted with almost 
military precision and according to carefully prepared 
time-tables. As a result there was virtually no contact 
between the various groups. 


Nevertheless, despite these precautions, it must be 
remembered that very large crowds of children were 
assembled. Figures from the Western Australian Depart- 
ment of Education indicated that the eleven organized 
child gatherings involved crowds of school children varying 
in size from 2000 and 3000 at the country football grounds 
to between 15,000 and 18,000 at the multiple “strongposts” 
in the metropolitan area. 


Each chitd was provided with an 


General Control Measures. | 

The general control measures which were in operation 
at the time included the following. 

1. Patients suffering from the disease were isolated for a 
period of fourteen days, either at home or at the Hospital 
for Infectious Diseases. 

2. Close contacts under the age of fifteen years were 
subjected to “house-and-garden” quarantine for fourteen 
days; in special instances (for example, food-handlers, 
teachers et cetera), adult contacts were excluded from 
their occupations for a similar period. 


3. The importance of hand cleanliness was widely publi- 
cized, special attention being given to children and to food 
handlers. 


4. The early symptoms of poliomyelitis were made known 
to the public, and they were urged to go to bed and send 


for a doctor if any of these symptoms developed. The 
harmful effect of fatigue was stressed. 


5. An intensive “anti-fly’ campaign was instituted. 

6. Dental operations, operations on the nose and throat, 
and immunizing injections were suspended except in urgent 
cases. 

7. Swimming classes were cancelled, 

So far as the Royal tour is concerned, no special measures 
were taken to control the size and distribution of adult 
groups. Crowds unprecedented in the history of the State 
gathered to witness each official drive, open-air reception, 
or display; while the streets were thronged evening after 
evening with people, often in family groups, admiring the 
decorations and illuminations. Relatively few country 
people stayed away from the city because of the epidemic, 
and although there were some cancellations of hotel 
bookings, a large number of country folk flocked into the 
metropolitan area. It is difficult to imagine denser 
crowding. Although aware of the hazard, small as it may 


have been, the entire populace appears to have regarded 
the occasion as a calculated and well-justified risk. 


The Royal Visit Programme and the Size of 
the Crowds. 


The aircraft carrying Her Majesty and the Duke of 
Edinburgh from South Australia to Western Australia 
touched down at Kalgoorlie during the afternoon of 
March 26. During the ensuing hour or so there were 
two civic receptions in the open air, each attended by 
some 5000 people closely packed together. The Royal party 
then left for Perth by air, and on arrival drove at once 
to Fremantle and boarded the Gothic, where they were to 
spend each night during their Western Australian tour. 


On the following day the Royal couple drove through 
cheering crowds to Perth and attended at least two 
functions notable for the dense crowds which collected. 
One was the laying of a wreath on the State War Memorial, 
where about 4000 people had assembled, and the other was 
a mass reception on the Esplanade, followed by a march 
past of ex-service men and women, witnessed by a crowd 
of 10,000. Although these functions in themselves were 
comparatively brief, the multitude of loyal citizens 
assembled two hours or more in advance of the appointed 
time, and their ultimate dispersal was an extremely slow 
process. In other words, contact between the susceptible 
and the potentially infected was close, and continued for a 
period of several hours. 


On the third day of the visit (March 28), which was a 
Sunday, there were no official functions; but the main 


city area was a seething mass of sightseers in their 
thousands from dusk to midnight. 


March 29 was marked, from the point of view of mass 
gatherings, by a garden party of approximately two and 
a half hours’ duration, attended by about 3000 persons 
in the grounds of Government House; and a parade of 
youth, said to have consisted of 12,000 participants, was 
witnessed by over 50,000 people in the closest contact with 
each other for some two or three hours. That night there 
was a public fireworks display, which attracted crowds, 
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including large numbers of children and family groups, at 
various vantage points; and later some 35,000 enthusiasts 


attended a special trotting meeting, at which Her Majesty 
and the Duke of Edinburgh were present. 


March 30 was allotted mainly to functions at two country 
centres, Busselton and Albany. An attempt had been made 
at both these places to disperse children as much as pos- 
sible along the approach routes, but crowds estimated at 
20,000 congregated for several hours. The night was 
“highlighted” by an open-air ball attended by 1400 guests. 

March 31 was devoted also to country trips and functions 
at Northam and York respectively. About 50,000 people 
gathered at various roadside points on the 60-mile route to 
Northam, and dense crowds assembled on the respective 
cricket and football grounds. On the Northam oval over 
3000 children paraded in the presence of 10,000 sightseers, 
while 2000 children and 7000 others collected at York. 
These gatherings were significant in view of the fact that 
at the time country areas had been involved only to a 
slight extent in the epidemic. 

The final day of the visit (April 1) included a civic 
reception at Fremantle oval, which was followed by a rally 
of 3000 school children, watched by 3000 adults. The 
Perth-Fremantle route attracted 60,000, while the attend- 
ance at the Fremantle waterfront prior to the departure 
of the Gothic was estimated at 35,000, and was as dense as 


it could have been under any circumstances. 


The foregoing» outline of the Royal itinerary and the 
major Royal visit functions is sufficient to indicate that 


crowds of unprecedented dimensions assembled repeatedly 
over a period of six days. 


The Outcome. 


The trend of poliomyelitis incidence following the Royal 
visit can be appreciated by reference to the record of 
weekly notifications (Figure III). 


It will be seen that the peak was reached almost 
immediately before the Royal visit, and that the downward 
trend of the notification rate appears to have been quite 
uninfiuenced by the mass gathering which the visit 
occasioned. Needless to say, this was a gratifying but 
surprising outcome. 


Discussion. 

The factors which determine the genesis, course and 
termination of poliomyelitis epidemics are obscure. The 
behaviour of the disease is most unpredictable. Neverthe- 
less explosive outbreaks are rare, Epidemics usually 
develop gradually and subside gradually, the epidemic span 
commonly exceeding six months. The duration of the 1954 
epidemic was thus much shorter than was expected, but 
the factors responsible for this must remain a matter for 
conjecture. However, the main considerations in this dis- 
cussion are the nature of the decline and the absence of a 
rise in incidence attributable to increased contacts during 


the Royal visit. 


The mode of spread of epidemic poliomyelitis is 
uncertain. The outstanding feature of transmission appears 
to be personal contact; but the relative role played by 
pharyngeal droplets on the one hand and fecal particles 
on the other is a matter which requires elucidation. The 
brief sojourn of the virus in the oro-pharynx, the seasonal 
incidence of the disease, the distribution of fecal virus 
among various categories of contacts, and the intense con- 
centration of virus in infected, feces are a few of the 
epidemiological factors which point to the transference 
of fecal particles as being the more important mechanism. 


This question has special relevance in regard to crowds. 
In these circumstances droplet spread could be prolific, 
while the transfer of fecal particles from the infected to 
the susceptible is difficult to visualize. Thus if the oro- 
pharynx were a major source of poliomyelitis infection, 
the assembly of dense crowds should have resulted in many 
additional notifications. On the other hand, the absence of 
any conspicuous increase is consistent with the intestinal- 
oral method of spread. 


If this was the case, it would be reasonable to assume 
that the intense hand hygiene campaign played a major 
part in reducing the number of fresh infections and so 
of minimizing the risk of increased incidence following 
the Royal visit. 

It may be suggested that the absence of a secondary rise 
is attributable to the exhaustion of susceptibles. Unfor- 
tunately, because of the lack of special laboratory facilities, 
no useful serological or other measure of immunity to the 
Brunhilde or Type I virus (responsible for this epidemic) 
is available. Such investigations as have been conducted 
with help from other States have had to be confined to 
limited groups selected for special reasons. Nevertheless, 
at the present time,’ poliomyelitis continues to occur at 
the rate of over 20 cases a month. Further, the crowds 
which assembled would have included many more sus- 
ceptibles than would have been brought together under 
ordinary circumstances. For these reasons, although the 
exhaustion of susceptibles may have played some part in 
initiating the decline of the epidemic itself, it seems 
unlikely that this factor alone was responsible for the 
absence of the increase anticipated. 


Summary. 

The influence of crowds on the spread of poliomyelitis is 
discussed. The Royal visit to Western Australia is 
described in terms of the very large crowds which 
assembled repeatedly over a period of six days. An 
epidemic of poliomyelitis was in progress at the time, but 
the visit was not followed by any increase in the number 
of cases notified. This observation suggests that the spread 
of poliomyelitis is attributable to the transference of 


infected fecal particles rather than to the droplet 
mechanism, and that the control measures, which were 


based largely on hand hygiene, were justified. 
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THE EFFECT OF ACTH ON THE TOXICITY OF 
SPIDERS’ VENOM. 





By A. L. Watrace? and R. Sricka, 
Developmental Division, Drug Houses of Australia, 
Limited, Sydney. 


THE first report of the therapeutic effect of ACTH in the 
treatment of toxic spider bite was given by Cluxton (1951) 
in a short paper in which he described the curative effect 
of a single injection of 40 units of ACTH given to a woman 
bitten by a mature black widow spider (Latrodectus 
mactans), 


Since Cluxton gave details only of one case, and since 
to our knowledge this is the only case reported in the 
literature, we decided to try to obtain further proof of 
this property of ACTH by controlled experiments, using 
the usual laboratory animals. It was also hoped to extend 
the experiments to the funnel web spider, Atrax robustus, 
a large, extremely poisonous, aggressive spider common 
around Sydney sandstone districts and city gardens, and 
in outlying districts as far as Gosford. 





1 October, 1954. 

?Now with the Commonwealth Scientific and Industrial 
Research Organization Sheep Biology Laboratory, Prospect, 
New South Wales 
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Material and Methods. 


Most of the work was done with material obtained 
from freshly caught red back spiders (Latrodectus 
hasseltii). Kellaway (1929), in his work on the venom of 
this spider, dried the cephalothorace, powdered them and 
extracted the venom with saline. However, since we were 
receiving small batches of spiders more or less con- 
tinuously, we found it more convenient to obtain our 
extract in the following manner. The spiders were killed 
with chloroform, and the cephalothorax was dissected away 
from the rest of the body and ground up with normal 
saline in a microhomogenizer. This extract was then 
centrifuged for fifteen minutes at 2000 revolutions per 
minute, and the resulting solution (pH 9-4) was used as 
source of toxin. One millilitre of saline was added for 
each cephalothorax extracted, and it was usual to use six 
spiders for each extraction. The solution of toxic material 
was kept in the refrigerator, and, if not used, it was dis- 
carded after a few days and fresh extract was made up. 
MLD 50’s for mice calculated on these extracts gave very 
consistent values. 


MORTALITY 
o 








] 
0.15 
DOSE OF TOXIN, MLS. 


Figure I. 


Because of the rarity of good specimens of funnel web 
spiders, and because of the difficulty of dissecting out the 
poison sacs from the hard chelicere in which they are 
enclosed, we obtained venom by “milking” the spiders. 
This was done by teasing the spider with a small rubber 
bung mounted on the end of a piece of stick.. The spider 
attacked the bung, readily leaving on it two drops of 
venom, which could be washed off into a tube with a 
small amount of normal saline. The product of successive 

“milkings” of several spiders could be combined in this 
way in about 0-5 millilitre. 


Unless otherwise stated, all injections of toxin were 
given intraperitoneally. 

Two ACTH preparations were used. One was the 
common type of ACTH preparation consisting of 10 inter- 
national units of ACTH sealed in an ampoule as a dry 
powder. This was diluted to an appropriate volume and 
injected intraperitoneally. The other preparation was a 
more recent long-acting ACTH preparation obtained as a 
solution of 20 international units per ampoule. This was 
given intramuscularly, undiluted, by means of a micrometer 
syringe. 

All temperatures given below were recorded rectally 
with a micro hot-wire resistance thermometer, attached 
to a Cambridge galvanometer. On the particular range 
chosen, temperatures could be read accurately to at least 
one-twentieth of a degree Fahrenheit. 





21Both preparations were supplied by Acton Laboratories 
(Australia), Proprietary, Limited. 


In experiments involving groups, mice were marked with 
a dye so that they could be distinguished. All injections 
were given at random, and mice were assigned at random 


to the various cages. 


Results and Discussion. 

Twenty mice per group were used, and the L.D. 50 of 
Latrodectus venom was established at 0-16 millilitre of an 
extract made up as described (see Figure I). Subsequent 
batches of toxin were checked by using a smaller number 
of mice (four per group), but no significant variation from 
0-16 millilitre was found. 

















TABLE I. 
| Number of Mice Dead. 
| } —— 
Number | | | ; 
of Treatment. | After | After | After 
Mice. | as ee eee ae ae 
| | Hours. | Hours. | Hours. 
| 
6 | Injection of 0-4 millilitre of toxin | 1 | 3 4 
(controls)) extract. } 
6 | Injection of 0-4 millilitre of toxin | 0 | 0 oe 
extract, followed half an hour ; (All 
later by 0-5 unit of ACTH and | appeared 
0-03 unit of Acton Pro- | quite 
normal.) 


| longatum. | 





The symptoms on injection were as follows. The mouse 
sat hunched up in one position and made little attempt to 
move. If prodded into activity, it walked with difficulty 
and seemed to be paralysed and weak in the hind legs. 
Dyspnea and spasms of shivering occurred, and the eyes 
closed and became occluded with a moist mucous secretion. 
There were copious salivation, urination, and defecation 
of watery stools. It was noticed that the injected mouse 
felt cold to the touch, and investigation revealed a drop in 
body temperature. 

Table I shows that the first experiment we carried out 
on the protective action of ACTH indicated a beneficial 
effect. Not only did all but two of the control group die, 
compared to no losses in the ACTH group, but at no time 
did the treated group look as ill as the control group. 
However, further experiments as detailed in Table II did 
not confirm these results, there being no significant dif- 
ference between the mortality rates of control and treated 
groups. The effects of lowered body temperature in the 
above led us to compare the difference in body temperature 
between control, toxin-injected and ACTH-treated mice. 


TABLE II. 





Number of Mice 
Dead. 





| 
| 
| 
| 





ACTH ; 


Number | 
of Mice. | Treatment. 
After 24 | After 36 
| , Hours. Hours. 
| | | 
20 | Injection of 0-2 unit of long-acting | 


half an ieee later, 0-17 milli- | | 

















litre of toxin | 10 | 15 
20 Injection of 0-17 wmillilitre of toxin; 

15 minutes later, TH, 0-2 unit, \ 

long-acting ACTH, 0-5 unit eres. Ee Oot ae 
20 | Injection of 0-17 millilitre of toxin: 15 | i 

minutes later, 0-5 unit of ACTH .. 13 18 
20 Injection of 0-17 millilitre of toxin only 5 13 
5 | Injection of 0-5 unit of long-acting | : | : 


Be. See re erent 
' 





In this experiment three groups of 12 mice were used. 
One group was kept as a control and the other two groups 
were injected with 0-15 millilitre of Latrodectus toxin. Of 
these two groups, one was also injected with 0-1 unit of 
long-acting ACTH. Temperatures in each group were 
recorded before the injections and again two hours after 
them. 
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These results are given in Table III, and show a dif- 
ference of several degrees Fahrenheit between the group 
receiving toxin only and the other two groups. 

After this we selected individual mice and followed their 
temperature curves after the administration of toxin 
followed by an injection of ACTH. The results of such 
an experiment are shown in graphical form in Figure II. 
In contrast to mortality determinations, this effect was 
constant and reproducible. 

To rule out the possible conclusion that the effects noted 
above after the injection of toxin were due to tissue 
proteins,, and not to a definite toxin, some of a typical 
extract was taken and heated to 80° C. on a water bath for 
twenty minutes. Subsequent injection of this extract failed 
to produce any toxic symptoms. 


TABLE III. 











—_ Body Temperature. 


Temperature Two Hours Later. 
Degrees Fahrenheit.) ( 


Degrees Fahrenheit.) 

















| | Group III. | | Group III. 
} poe Tt | 0-15 Milli- | Group II. | 0-15 Milli- 
Group I. | 0-15 i- litre of | Group I. | 0-15 Milli- | _ litre of 
Controls. | litre of | Toxin, 0-1! Controls. litre of | Toxin, 0-1 
Toxin. | Unit of | Toxin. | Unit of 
ACTH. | TH. 
| | 
100°7 00-1 | 102-0 | 98-1 90-7 98-0 
101°+7 101-6 102-1 97°3 89°9 100-3 
101-0 100-9 | 102-1 | 100-1 91-2 | 100-1 
101-5 98-8 | 102-3 | 96-0 91-2 | 101°6 
102-0 pS eee ee 1001 89°7 101-2 
102-0 102-1 | 100-8 99-4 88-7 | 99:6 
102-0 101-7 100-3 100-4 | 92-0 | 97:9 
102-3 101-2 | 101-9 100-0 90-0 102-0 
102-3 99-3 102-1 98:9 | 90-1 101-7 
102-3. | 100-9 | 101-6 99-1 | 92-0 101-1 
100-7 100-9 99-2 97-2 91-3 95°6 
99-7 100-9 | 100-3 | 96-0 | 93-0 98-0 
| 
| 
H | | a 
Mean Mean | Mean | Mean |; Mean | Mean 
101-5 100-7 101:4 98:6 | 90:8 | 99°8 





Our effort to carry out similar experiments with funnel 
web toxin was notable for our almost complete inability 
to obtain any trace of a toxic reaction. The combined 
toxin from the milking of several active spiders was 
injected both intraperitoneally and intravenously into 
single mice without any visible toxic reactions. These 
experiments were first started in November, and we 
thought that there may have been some seasonal variation 
in toxicity. Therefore experiments were discontinued until 
late February and March, the mating season and a period 
when it has been suggested that toxicity is highest, but 
still no results were obtained. Rats, mice, guinea-pigs and 
even a young mongrel puppy were all injected without 
success. The only toxic symptom we ever saw was in a 
mouse that was placed in the same box as a freshly caught 
active funnel web spider. The spider attacked the mouse 
fiercely several times and drew droplets of blood on the 
tail. A short time after the removal of the spider the 
mouse exhibited toxic symptoms identical in appearance 
with those caused by the injections of our red back spider 
extract. However, these symptoms were not prolonged, and 
in about two hours- the mouse had apparently completely 
recovered. 

The funnel web spiders were kept in dark jars on moist 
earth and fed with abundant live flies and cockroaches. 
Most of them burrowed down into the earth and spun 
themselves a typical web around the hole. Both male and 
female spiders were used and were not as a rule kept for 
very long, being discarded as fresh specimens were 
obtained. 

We can offer no explanation why the funnel web spider, 
reputedly more toxic and potentially lethal to humans, 
should fail to produce toxic symptoms in the mouse, while 
such symptoms are easily elicited by red back spider toxin. 
Perhaps captivity has an adverse effect on the toxin- 
producing properties of Atrax (although it is still able to 
kill living cockroaches for food), or perhaps the toxin 


becomes concentrated and dangerous only at certain specific 
periods or under special conditions. 

Although our results are far from conclusive, we feel 
that the evidence is sufficient to warrant a clinical trial of 
ACTH, particularly a long-acting preparation, in cases of 
severe red back or funnel web spider bite. It is not 
suggested that ACTH be used alone, but in combination 
with other therapy. 
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SOME NEUROSURGICAL ASPECTS OF LEUCOTOMY.' 





By R. A. Money, 
Honorary Neurosurgeon, Royal Prince Alfred Hospital, 
Sydney. ; 





PsycHosurGeErY, in the form of leucotomy, has now been 
practised for many years in its various forms in many 
parts of the world, and several large series of cases with 
lengthy follow-up periods have been published. Yet the 
position is still far from clear, and many different pro- 
cedures are still being advocated by their respective 
“inventors” and adherents. 


On the whole, there is a definite tendency to carry out 
less radical operations, and the original “blind’’ lobotomy 
is not being performed in such wholesale numbers. In 
its place there have been adopted more selective measures, 
based on a better and more exact knowledge of the neuro- 
anatomy and neurophysiology of the frontal lobes and their 
connexions with the various parts of the thalamus. By 
such means it has been possible to avoid, in many of the 
less: serious and “fixed” cases, the unpleasant personality 
changes and the vegetable-like mental state which some- 
times followed the early classical lobotomies, especially if 
they were performed a little too far posteriorly. 


In general, the selection of patients for psychosurgery 
should be left in the hands of a-psychiatrist or psychi- 
atrists, who usually work closely with one particular 
neurosurgeon. Usually, before any patient is referred for 


1 Read at a meeting of the Section of Neurology, Psychiatry 
and Neurosurgery of the New South Wales Branch of the 
British Medical Association on April 22, 1954. 
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psychosurgery, all other therapeutic methods have been 
tried and have failed. 

The actual procedure to be followed is then discussed by 
the psychiatrist and the neurosurgeon together, the latter 
having the right of veto when his clinical judgement or 
routine intracranial investigations reveal some contra- 
indication. The operation is then performed, the full 
responsibility resting on the neurosurgeon for its being 
correctly carried out and for the immediate after-care 
period. Then the patient should be handed back to the 
psychiatrist for a careful and sometimes lengthy period of 
convalescence and rehabilitation. This is regarded as most 
important if the early improvement that often occurs is 
to be maintained or bettered. 


In this short paper it is proposed to discuss the fol- 
lowing procedures: (i) the classical prefrontal lobotomy, 
by either the “closed-blind’” or “open”? method, and by 
McKenzie’s modified “blind” method; (ii) a modified 
“open” prefrontal lobotomy, a medial cut only being used; 
(iii) medial temporal lobotomy and uncotomy (Scoville) ; 
(iv) topectomy; (v) various types of selective cortical 
undercutting—namely, (a) superior frontal, (b) orbital, 
(c) medial; (vi) cingulectomy; (vii) transorbital lobotomy 
(“ice-pick” method); (viii) stereoencephalotomy by 
electrocoagulation with special stereotaxic apparatus. 


With al] these procedures extensive use should be made 
of electroencephalography, with both surface and deep 
recordings, before and after operation; and also of pneumo- 
encephalography, in order to demonstrate the size and 
situation of the ventricles and the intracerebral landmarks 
used for stereotaxic procedures. 


Bilateral Prefrontal Lobotomy. 


Bilateral prefrontal lobotomy is still being performed by 
the so-called “blind” method of Freeman and Watts, when 
large numbers of cases have to be dealt with, and in the 
treatment of psychotics of long standing. 


The “closed” methods are really preferred, because by 
the “open” methods, as advocated by Scarff and Poppen, 
it seems that a certain amount of cortex is damaged, and 
there is a likelihood of fits occurring in about 15% of 
cases. Provided that the cut is made anterior to the 
anterior limits of the lateral ventricles, there is no great 
risk of serious mental deterioration. 


McKenzie, of Toronto, has worked out a modification of 
this “blind” method. After parasagittai burr holes have 
been placed just anterior to the coronal suture, the lesser 
wing of the sphenoid is located on each side with a brain 
needle. <A specially designed leucotome is then inserted 
till its blunt end rests on this ridge, and then the handle 
of the instrument is pushed in, which causes a strong wire 
loop to spring out on each side and sever the nearby 
white matter, medially and laterally, for a distance of 
about four centimetres. An extra medial cut is then made 
with a small brain needle, if desired. 


The results in 150 patients treated by this method were 
regarded as satisfactory, in that 55% were sent home from 
the mental hospital, 383% were improved, and the condition 
of 10% was unsatisfactory; 2% had died. The procedure 
is not advocated for patients with severe mental deteriora- 
tion or with impulsive behaviour disorders. 


Modified Prefrontal Lobotomy (with Medial Cut Only). 


Modified prefrontal lobotomy is being used by members 
of the neurosurgical staff of the Mayo Clinic, working in 
the specially built operating department of a hospital of 
112 beds for acute diseases within the Rochester State 
Mental Hospital. A large and well-equipped brain research 
department has also been established in the same building 
with Dr. Sem-Jacobsen in charge, working under the direc- 
tion of Dr. R. G. Bickford and Dr. Magnus Peterson. Some 
very interesting research is being done on schizophrenics, 
in whose frontal lobes numerous fine electrodes are 
inserted through large trephine holes, placed just in front 
of the coronal sutures, so that deep electroencephalographic 
recordings can be made from many different areas at 
various times of the day and under various conditions, 


whilst the patients are ambulatory over periods from two 
to six weeks. By these methods some abnormal brain 
waves have been located deep in the frontal lobes in many 
eases of schizophrenia, and it is thought that they may 
have some bearing on the cause of this condition. 


At the conclusion of this period of recordings the small 
wounds are reopened, the wires are removed, and through 
the same trephine holes with a leucotome a medial cut 
only is made. It extends upwards from the iesser wing 
of the sphenoid bone through the medial portion of the 
white matter in this region. Up till the end of September, 
1953, some 50 patients had been investigated and treated 
in this way, and the results are encouraging. 


Medial Temporal Lobotomy and Uncotomy (Scoville). 


Medial temporal lobotomy and uncotomy have only 
recently been carried out in a small series of cases by 
Scoville and his associates at the Hartford General Hos- 
pital in the United States. They are rather intricate and 
require a special knowledge of the neuroanatomy of these 
regions, and from a technical point of view they would be 
difficult to carry out by anyone not familiar with Scoville’s 
special technique. The results show no improvement on 
those obtained by other methods, and these procedures are 
not advocated here. 


Topectomy. 


Topectomy has been practised by the Columbia University 
Graystone Associates under the guidance of Professor L. 
Pool at the Neurological Institute at New York. It entails 
the identification and then the removal of certain areas 
of cortex of the frontal lobes, usually Brodmann’s areas 9 
and 10. But the results have not been found superior to 
those obtained by careful lobotomy, the technique is more 
difficult, and there is a greater likelihood of post-operative 
epilepsy, so that this operation has been largely abandoned 
in favour of other limited methods. 


Selective Cortical Undercutting Operations. 


Selective cortical undercutting operations were first 
introduced by Scoville, and have been modified by Le Beau, 
of Paris. They form a sort of “half-way house” between 
topectomy and the standard prefrontal lobotomy, and aim 
at separating various cortical areas from the thalamus 
without producing the personality changes which some- 
times follow the standard procedures. 


Scoville originally carried out three different types of 
cortical undercutting—namely, (a) superior frontal, (b) 
orbital, (c) medial. 

Superior frontal undercutting is for schizophrenics and 
psychotics and for patients with intractable pain. Orbital 
undercutting gives the best results in psychoneurotics with 
depressive and anxiety states, obsessions and compulsions, 
and in hypochondriacs. The medial operation, which is 
really a modified cingulectomy, has been abandoned 
recently. 

These operations are carried out through trephine holes 
placed in appropriate positions superiorly or anteriorly in 
the frontal bone, and made with a special large one and a 
half inch trephine. 

Le Beau, in Paris, performs somewhat similar pro- 
cedures, which he calls frontal selective operations on the 
“convexité”’ underneath areas 9 and 10, on the “face 
interne” deep to areas 24 and 32, and on the “face orbitaire”’ 
deep to areas 11, 13 and 14. His indications for edch type 
of operation are almost the same as those of Scoville for 
the corresponding sites. 

These operations necessitate the raising of an extensive 
bilateral frontal bone-flap and a wide opening of the dura 
mater, so that they are really major neurosurgical 
procedures. 


Cingulectomy. 


‘As a result of some clinical observations and animal 
experiments in monkeys, the late Sir Hugh Cairns and 
others had commenced excising the anterior portion of the 
cingular gyrus in July, 1948, and their results in 24 
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cases were published in March, 1952. In psychotics any 
change for the better in the mental status was only 
transient; but in psychoneurotics definite improvement 
occurred, and it was thought that a further trial of this 
operation should be afforded in types of mental illness 
marked by obsessions, tension and anxiety. Only a slight 
amount of the unwanted personality change sometimes seen 
after leucotomy had occurred. During a short visit to 
Oxford recently, none of these operations was being per- 
formed, and Pennybacker, who has succeeded Cairns, did 
not seem so keen about the procedure. 


However, Professor Almeida Lima (who was the first 
sugeon to perform a leucotomy operation in 1935 at the 
instigation of Professor Egas Moniz, of Lisbon) performs 
an operation of cingulectomy. His methods differ from 
those of the Oxford workers in that the approach to the 
cingular gyrus is made through a large trephine hole placed 
just in front of the coronal suture. A limited area of 
cortex is then incised, after a cruciate opening has been 
made in the dura. The grey matter of the cingulum is 
then sucked out, after a track down to it has been made, 
just medial to the anterior horn of the lateral ventricle. 
This is not such a major procedure as the original method 
of Cairns, and could be carried out in an operating depart- 
ment at a mental hospital. Professor Lima seemed pleased 
with his results to date, especially in the relief of intract- 
able pain. 


8 Transorbital Lobotomy. 


Despite the apparent crudeness of transorbital lobotomy 
and its total disregard for all the principles of modern 
neurosurgery, as its nickname the “ice-pick” operation 
implies, it has its advocates and seems to produce satis- 
factory results in selected cases, provided the deep frontal 
cut is made. 


On September 16, 1953, the Washington Post came out 
with a report that 98 out of 282 patients who underwent 
“ice-pick surgery” in the State of Virginia’s mental hos- 
pitals had been released to their homes; another 42 had 
improved sufficiently to be released, but had no homes to 
go to; whilst a further 91 had improved though still needed 
hospital care. Of the remainder, 47 were unimproved, one 
was worse, and three had died. Thus 76% has been 
benefited and the mortality rate was 1% . 


The chief additional point in favour of this operation is 
its simplicity, in that no elaborate preparations or expen- 
sive operating room facilities are necessary. 


Stereoencephalotomy. 


For many years the stereotaxic apparatus of Horsley and 
Clarke has been used in experimental animals to produce 
deep subcortical lesions in certain defined areas of the 
brain without significant injury to the overlying cortical 
structures. This method was first applied to the human 
brain by Spiegel and Wycis in 1947. They designed a 
special stereotaxic apparatus, which they called a stereo- 
encephalotome. It consisted of two parts, a base and a 
superstructure. The base was anchored to the skull by 
four rubber plugs or stainless steel pins, so that its frame 
was parallel to a line from the inferior border of the orbit 
to the external auditory canal. 


The superstructure was a four-legged frame, which could 
be fitted into the base. It had a needle-carrier for an 
electrode, that allowed the electrode to be moved in any 
plane before it entered the brain. The coordinates of the 
apparatus, for finding any particular point in the brain, 
were referred to a fixed point in the brain—namely, the 
pineal gland if it was calcified, or the posterior commis- 
sure, as delineated in a pneumoencephalogram. In this 
way the great variability in the shape of the human skull 
was overcome. 


-The coordinates necessary to produce a lesion in any 
desired position of the brain were computed from a series 
of whole-brain sections, cut in the planes of the stereo- 
encephalotome, and carefully fixed and stained so that any 
special structure could be readily identified. 


When the electrode had been thus accurately placed and 
its position checked, the lesion required was made with a 
direct current or electrocoagulation. 


These workers have confined their attentions principally 
to the dorsomedial and anterior nuclei of the thalamus 
(thalamotomy), or to the postero-lateral part of the 
hypothalamus (hypothalamotomy), for patients regarded 
as suitable for psychosurgery; or to the spinothalamic 
tract in the mid-brain for patients with intractable pain 
and drug addiction (mesencephalotomy). 


In some cases their results have been satisfactory, 
though not really superior to those achieved by standard 
lobotomy; and at times complications have been met with 
from damage to one or more of the hypothalamic nuclei, 
causing hypersomnia, excessive increase of weight or 
diabetes insipidus. Their case mortality was 3-4% in the 
first 58 cases. Only once has an epileptic seizure been 
observed after operation. 

jiHowever, the actual apparatus used by Spiegel and Wycis 
is‘ somewhat cumbersome, and many workers in this field 
rather question its accuracy. 

In several clinics in Europe, the general principles of 
stereotaxic surgery are being practised and developed to 
an amazing extent in the treatment of mental disease and 
other conditions of disturbed cerebral funetion, in par- 
ticular by Professor M. David and Professor J. Talairach, 
at the, Hépital Sainte Anne in Paris, by Professor T. 
Riechert in Freiburg (Western Germany), and by Pro- 
fessor Lars Leksel! at Lund (Sweden). 


At each of these clinics a different type of stereotaxic 
apparatus from that first used by Spiegel and Wycis has 
been developed and each worker is enthusiastic about his 
own methods; but in my opinion the apparatus devised by 
Professor Leksell has many advantages over the other 
sets in simplicity, practicability and accuracy, especially 
when it is used in conjunction with his own X-ray machine 
and with his own atlas of neuroanatomy based on giant 
sections of the human brain, made and specially stained 
in his own clinic. 

There is no doubt that psychosurgery is progressing 
rapidly, in close association with neuroanatomy and neuro- 
physiology. The application of stereotaxic “bloodless” 
methods has opened up many new therapeutic avenues, 
and the full clinical possibilities of these methods cannot 
yet be evaluated; but the results, especially in mental dis- 
orders, are distinctly promising. 


However, the techniques are rather time-consuming and 
difficult to learn. Lobotomy as performed by Professor 
Leksell is a case in point. First of all pneumoencephalo- 
graphy has to be carried out, in order to demonstrate the 
anterior commissure and the anterior horns of the ven- 
tricles, from which the measurements are made. The inner 
frame, with the “Perspex” gridded markers, is then applied 
to the patient’s head, and further skiagrams are taken to 
show the positions of the centre lines and the central rays 
in their required relationship to the anterior horns of the 
lateral ventricles. Then two small metal rings are fixed in 
position in the “Perspex” grids, and a third series of skia- 
grams is taken, in both antero-posterior and lateral planes, 
as a final check. The two electrodes and the thermocouple 
which goes between them are then arranged in the movable 
needle-carrier of the outer. semicircular frame, so that they 
will reach the centre of the semicircle, no matter where 
they are inserted along its are. This portion of the 
apparatus is now fixed in position on the inner frame and 
rotated forwards, whilst two burr holes are made in the 
skull, in the line of the coronal suture, and about five 
centimetres from the mid-line, so that the electrodes enter 
the brain at an angle of about 30°. 


Small coiled springs, each 15 millimetres long, are then 
placed on the active parts of the electrodes. The needle- 
holder is brought back into position and the two electrodes, 
eight millimetres apart, and the thermocouple are inserted 
through one of the burr holes, and the required degree of 
coagulation is produced from a small Wappler dental 
scalpel unit, as indicated by a reading of 60° C. on the 
thermocouple at the end of sixty seconds. The needles are 
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then pulled out and the little coiled springs remain in 
situ, in the desired part of the fronto-thalamic pathway, 
to act as an accurate indicator of the area destroyed (in a 
final series of skiagrams). The process is then repeated 
through a burr hole in the opposite side. The whole pro- 
cedure takes about three hours. 


The foregoing description has been given to indicate that 
this class of work cannot be undertaken lightly by any 
one neurosurgeon in a busy neurosurgical clinic. Special 
facilities, his own operating theatre or room, and special 
training with the apparatus and its technical use are 
necessary. However, once the technique has been mastered, 
the results should be much more accurate and much better 
than those achieved by the other ordinary psychosurgical 
operations, because small well-defined areas deep in the 
brain can be destroyed without any damage to other parts, 
which might cause unwanted changes in personality, with- 
out risk of intracerebral hemorrhage and without risk of 
post-operative epilepsy. 

There is every indication that the application of stereo- 
taxic methods represents a distinct advance in the treat- 
ment of mental disease and of other neurological con- 
ditions, such as Parkinson’s disease, certain tremors, 
intractable painful states and others. 


Indications for the Various Types of Psychosurgery. 


Generally speaking, and as has already been stated, the 
decisions about psychosurgery should rest with the psychi- 
atrist or psychiatrists in charge of the patient; but neuro- 
surgeons should have some knowledge of the effects which 
each type of procedure should produce, and thus be able 
to help in the selection of the most stiitable operation for 
each individual patient, as follows: (a) the classical 
“blind” or “open” bilateral prefrontal lobotomy for patients 
with “fixed’’, long-established psychoses, for schizophrenics 
(especially those exhibiting “rage storms’’) and for those 
suffering from intractable pain; (0b) selective superior 
frontal undercutting (Scoville) for patients suffering from 
obsessions and anxiety states, and for some early paranoid 
schizophrenics; (c) selective orbital-surface undercutting 
(Seoville) for patients with depressions and _ psycho- 
neuroses and for hypochondriacs. 


Professor Rylander, of Sweden, is one of the more con- 
servative psychiatrists, and his opinions on psychosurgery 
coincide with the foregoing indications. Walter Freeman, 
on the other hand, is a bolder type of psychiatrist, and he 
favours either the standard lobotomy procedure for definite 
psychotics, or his “ice-pick” blind transorbital leucotomy 
for patients with depressions and psychoneuroses. 


However, psychosurgery by one or other of the stereo- 
taxic procedures already described .is rapidly passing 
beyond the experimental! stage, especially in the hands of 
Professor Leksell and of Dr. Spiegel and Dr. Wycis, and 
definite indications for the adoption of these methods 
should soon be capable of being formulated. 


Conclusions and Recommendations. 


1. The correct selection of patients for psychosurgery is 
of paramount importance, and should rest with a specialist 
psychiatrist or psychiatrists, working in conjunction with 
a specialist neurosurgeon. 


2. A modern psychosurgical unit should be established 
within one (or more) of the existent mental hospitals, as 
a hospital within a hospital, on the lines of the unit 
recently built within the Rochester State Mental Hospital. 


3. This unit should be equipped to carry out all the neces- 
sary investigations on patients prior to their being sub- 
mitted to any operative procedure. It should contain a 
modern operating department, with all its ancillary ser- 
vices, and with provision for the use and development of 
stereotaxic methods. A well-trained nursing and technical 
staff must be maintained. 

4. Provision should also be made for an adequate follow- 
up system for these patients, and for their after-care and 
rehabilitation. 


5. Facilities for conducting research, as afforded to the 
workers at the Rochester State Mental Hospital, are 
essential if interest is to be sustained and progress made. 


6. As proficiency in the use of stereotaxic apparatus can- 
not be acquired in a few days or even weeks, such as the 
period which a travelling neurosurgeon or psychiatrist 
could spend at any one clinic, it is strongly recommended 
that a special medical officer, who has shown some aptitude 
for this class of work and has expressed a wish to specialize 
in it, should be sent to the department of neurosurgery 
within the University of Lund, to work under Professor 
Lars Leksell himself for at least one year. 


— 
> 





FOOD, THE APPEARANCE OF THE TONGUE, AND 
THE APPRECIATION OF BONE VIBRATION.' 





By J. H. Borton, M.D., M.R.C.P., 
Melbourne. 





THAT changes in the tongue and in bone vibration 
appreciation occur in association with dietetic aberration 
is undoubted, and such changes as are seen have been 
linked with a variety of specific vitamin deficiencies. In 
practice two difficulties arise. The first is related to the 
tongue and bone vibration changes themselves, which have 
been accepted only in their more extreme degrees. This 
limits their use as physical signs to a very small per- 
centage of the population. The second is concerned with 
the difficulty of assessing which, out of a number of 
possible food factors, is the actual cause of the changes. 
Nutritional deficiencies are rarely single, and this gives 
particular emphasis to the importance of the selection by 
an individual of particular food groups (for example, 
vegetarianism). When we contrast the multiplicity of 
nutritional factors with the relative paucity of types of 
foods eaten we realize that we have been rather led astray 
by our knowledge of a wide range of “specific” factors. 
Most of the experimental work has been done on animals, 
and there is no certainty that the results are directly 
applicable to human requirements. In addition, the prob- 
lems of geographical and seasonal variations, manufac- 
turing and marketing practice, and finally the effects of 
cooking, so militate against the direct application of what 
little knowledge we have of the many individual factors, 
that for the present at least a more direct approach appears 
to be necessary. 


This paper is an attempt in that direction. Earlier 
degrees of tongue change are postulated and finer degrees 
of bone vibration appreciation recorded, and these values 
are then shown to correlate very closely with specific food 
groups without any attempt being made to assess them in 
terms of the actual food factors involved. 


Tongue Changes. 


Experience as a prisoner of war in Germany led to the 
ready recognition of pellagra in its more extreme degrees. 
On return to Australia, its presence in a busy out-patient 
department became immediately obvious. Patients admitted 
to the hospital and treated with nicotinic acid and a diet 
of high protein and high vitamin content were seen to 
show very rapid changes. The tongues, which began by 
being red, smooth and atrophic, within a few weeks became 
pink, and papille were seen to appear; but these new 
papille were limited largely to the dorsum, the edges and 
tip remaining smooth. This gave an appearance which was 
recognized as relatively common amongst people who 
appeared to be in good health, and suggested that this was 
an earlier stage in the development of a pellagrinous 
tongue. The question then arose as to why edges and tip 
were smooth. The only likely explanation was that the 
papille had been rubbed off by the teeth. This could: be 
because of qualitative changes in the papille, an increase 





1The substance of this paper was read at a clinical meeting 
of the Victorian Branch of the British Medical Association on 
March 5, 1953, at the Repatriation General Hospital, Heidelberg. 
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in -the size of the tongue, or both. This led to a search 
for oedema of the tongue, and this was found to be 
extremely common. It was noticed that those people whe 
showed no edema had papille distributed well down the 
outer margins of the tongue. From repeated observations 
the conception arose that the tongue changes of pellagra 
developed on the basis of macroglossia resulting from 
cedema, associated with a change in the papille, the earliest 
sign of which was reddening, followed by hypertrophy. 


On these grounds various stages can be recognized. The 
first is the normal tongue, pink, unswollen and covered 
over dorsum and edges by a carpet of fine, regular papille. 
Probably the earliest sign of departure from normality is 
irregular hypertrophy of papille on the dorsum of the 
tongue. This is soon followed by cdema of the tongue— 
readily recognized by the production of teeth indentations, 
and best seen with the tongue unprotruded at rest on the 
floor of the mouth. 








TABLE I. 
| Amplitude in 
Grade. | Microns. 
Normal a = a Less than 1-0 
35 i Be er 1:0 to 1:8 
’ $light to moderate vr 1-9 to 2-9 
Moderate Rae ~e | 3-0 to 4°3 
Moderate to marked .. so 4°4 to 7-1 
Marked ee 3 ‘ | 7-2 or greater 





This stage is short-lived and is soon followed by denuda- 
tion of edges and tip, usually preceded by some reddening. 
So rapid is this change that pure edema without denuda- 
tion is seen wita any frequency only in subjects who have 
recently been exposed to nutritional stress—for example, 
in pregnancy. 











TABLE II. 
Protein. Fruit. Vegetables. | B Vitamin 
Standard. (Grammes | (Pieces per | (Times per Foods. 
per Day.) Day.) Day fi (Per Day.) 
High - os Greater 3 or more. | 2 or more. | 2 or more. 
than 70. | 
Moderate .. MS 70 to 50 1 to 2 1 1 
Low aN i Less than Less than Less than | Nil. 
| 50 1 1 
! ' 











From now on, edema becomes less obvious, although 
still demonstrable, probably because of the beginning 
development of atrophy of the tongue. At the same time 
as the development of a smooth edge the papille on the 
dorsum are becoming hypertrophied and fused until the 
tongue is covered with a thick whitish-yellow mat, pos- 
sibly as a result of palatal pressure, and at this stage 
fine fissures begin to make their appearance. Large 
irregular areas may now be shed, with the production 
of the appearance known as “geographical tongue’; but 
usually the fissures deepen and the surface between the 
fissures becomes more-uniform, smooth and reddened. 
These fissures deepen and widen in a similar manner to 
soil erosion. The steep valleys ‘gradually flatten, the 
ultimate result being a smooth, réd, mammillated appear- 
ance. Finally, even these shallow valleys disappear, leaving 
a smooth, red, atrophic tongue, the atrophy being shown 
by a few longitudinal wrinkles. 


Edentulous People. 


The effect of the teeth is well demonstrated by com- 
parison with the edentulous, in whose tongues naturally 
teeth indentations and smoothness of the edge are not 
seen. In the stage of early fusion of papille the mat can 
be seen spreading well over the edge of the tongue. 


Tongue Grades. 


From these changes the following seven grades can be 
recognized: normal, «edematous, smooth-edged, fused 
papille on the dorsum, red and fissured, mammillated and 
finally atrophic. The only stage that is not clear-cut is 
that of fusion of papille on the dorsum, as this may be 
present before the edges become smoothed and may lead 














TABLE III. 
| Regres- | | 
Symbol.} Meaning. Unit. | Average. | sion Co- | Standard | t. 
| efficient. | Error. 
Y Tongue. Grade. | 1:+596 -- — [eo 
M Meat. Ounces| 5-412 | —0-213 0:064 | 3:3 
per day. | | | | 
E Eggs. aoe 4-794 | —0-064 0-031 2-1 
week. 
Mi Milk. Ounces 8-603 | —0:007 | 0-014 0:5 
per day. | } | 
Cc Cheese. Ounces}; 2-412 | —0-073 | 0-045 | 1:6 
per week. | | | 
A Age. | Years. | 45-618 | +0-0381 | 0-009 3-3 
| | 





to a little confusion. This stage was unrecognized at the 
commencement of the present investigation, and came to 
light only as the result of statistical analysis. It is not 
used in this paper, a total of six tongue grades being left 
for assessment. 


Bone Vibration Changes. 


An attempt has been made to classify patients according 
to various grades of bone vibration appreciation. A fork 
of 256 vibrations per second was chosen as being more 




















TABLE IV. 
| 
| ae 
Re | Py 25 5 
2 Meaning. Unit. 2 be Se t. 
A. | | 2 2 5 
B < 25 $a 
| | | 
bg Bone Grade. 2-956 _ — j= 
vibration. | | 
Cc Cereal. | = or 0-338 | —0-890) 0-331 | 2-7 
not. | 
Ww Wheat germ. | Daily or 0-059 | —0-982; 0-684 | 1-4 
not. 
V Yeast | Teaspoon per 0-941 | —0°177| 0-085 | 2-1 
extract. | week, } 
L Liver or } Ounces per | 0-044 | —0-044) 0-026 | 1:7 
kidney. month. | | 
A Age. | Years. | 45-615 | +0-C81) 0-010 | 2-2 
! i 








sensitive than the larger forks normally used. A direct 
comparison between observer and patient was made by 
applying this vibrating fork to the pad of the index finger 
of the patient. When he could no longer feel it, the degree 
of vibration still present was assessed by the observer and 











TABLE V. 
Number of Average 
Significant Tongue 
eals. | Grades. 
| 

0 5-00 

1 | 2-10 

2 1-71 

3 | 0-67 





placed in one of the following six grades: nil, slight, 
slight to moderate, moderate, moderate to marked, and 
marked. 


A mechanical vibrometer was constructed and calibrated 
in amplitude. By its use it has been shown that apprecia- 
tion is normally very sensitive, that day-to-day variation 
is not great, and that grading for an individual remains 
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TABLE VI. 
Yeast 

Meat. Eggs Milk. Cheese. Cereal. Wheat | Extract Liver. Fruit. Veget- Bone 

Subject. (Ounces T (Ounces | (Ounces (Daily Germ. (Tea- (Ounces (Pieces ables. Age. Tongue | Vibra- 

per Day.)| Week. |per Day.) Tr or Not.) | (Daily oooeme eet per r (Ounces || (Years.) | G 3 tion.* 

eek.) or Not.) | Week Month.) eek.) | per Day.) 
SG 8 7 0 2 0 0 0 0 0 14 44 0-0 1 
AES 3 5 8 0 0 0 0 0 7 6 56 1-0 4 
LGD 3 0 0 8 0 0 0 0 42 14 76 ty ae ae 
AFG 8 7 4 0 0 D. era 0 21 12 62 oo.) <8 
AP 3 0 20 6 0 »  qeue 0 17 12 30 05 | 4 
0G “Be RT 4 4 0 ee 0 21 12 28 | «(05 4 
EMG. cod ee 0 4 0 ROMER Pees 0 0 6 aie ta mee Me 
Ws 8 24 0 0 0 ae ee 0 0 14 38 25> |). 3 
Jww 4 7 10 1 | 0 Tires eat 0 7 4 29 LO Lp. 8 
FWB. 8 7 4 0 &.. ROO ess. 0 14 12 _ BR BE. Pe TR. 
NM . 4 7 0 SS ee “age ee 0 14 6 30 | 20 | 8 
KFC. 6 10 0 2 0 0 | 0 0 14 12 40 | 20 | 2 
GY . 3 6 3 4 | 0 0 0 0 4 6 56 | 20 | 4 
PHE.. 3 2 10 0 | 0 0 0 | 0 21 12 34 | 2-0 5 
WED. 5 6 6 0 6 } 0 0 0 0 7 12 44 1 Bo 2 
MI ‘x 4 2 3 0 0 a ee 0 6 6 | So [ss 
SW 6 1 20 0 | 0 oo 0 14 5 66 40° 1 . 3 
VIN 4 0 20 4 0 0 | 0 0 7 6 64 4:0 | 4 
RFB 6 6 0 0 0 0 0 |} oO 4 6 38 | 5-0 | 5 
B 6 3 4 0 | 0 ae ee: Fas? Ge. 14 | 12 | Co 601. G 
SEW 9 1 0 4 1 Ban whee 6 3 | 00 | 2 
SP 8 7. 45 0 1 0 0 } 1) 2 9 27 H 0-0 ] 2 
RL 4 6 3 0 1 0 D1 ~ 0 6 ee ee ae 
HL 4 0 0 2 1 Def oo | 0 25 | 12 34 | «(10 4 
HABS 5 5 3 0 1 we Be 0 Ae a | 200 | 8 
5 2 20 Pig “Be ee 7 | 6 oe | Ss] ¢ 
3 0 3 0 1 0 | pee ee 2 86| 10 es ie eae em 
4 4 10 4 1 0 oO } 0 7 5 67 3-5 H 2 
WLB.. 3 0 8 0 1 0 een eee: 14 6 29 ee ee 
FT i 8 3 2 2 1 Pope ts 0 12 44 20 | 1 
JMC. 3 4 12 2 1 1 | Se ee 7 12 | 58 | 0-0 0 
AKV.. 6 7 20 4 1 1 2 6 28 9 29 0-0 | 0 
AF 7 7 15 8 1 1 4 12 5 6 || 50 05 | 8 
wis. 8 10 0 0 a 0 2 12 4 9 52 0-0 } 2 
JID . 10 2 10 0 1 0 0 | 2 7 9 | 38 oo | 2 
cE 8 6 15 2 1 ee ee 24 1 12 ao ASO td 
DD 3 2 3 0 1 D. Nt Sa 0 21 6 "oe ee: ee eee 
RG 4 ? 4 0 1 0 0 3 0 10 || 60 | 15 | 8 
SGB 4 9 25 4 1 0 1 0 | 1 6 [88 05 | 8 
WVB. 6 4 15 2 1 ny 1 0 | 14 9 | 48 ) 1-0 | 1 
HF 4 6 0 4 1 0 Fey BE 7 | 6 | 59 «| «(2-0 3 
ETM . 6 3 25 0 1 0 1 0 0 6 33 2-0 3 
ID 4 2 15 4 1 0 2 0 5 122 «|| «43 20 |} 2 
MNI . 6 6 2 0 0 0 1 9 7 6 43 0-0 =|} 2 
MN . 6 7 0 2 0 0 0 9 7 6 51 0-0 { 2 
JDH . 8 3 40 0 0 0 0 24 0 16 34 0-0 | 1 
MR. 4 7 20 0 0 0 1 0 25 6 18 0°5 5 
JHW.. 10 2 3 0 0 0 0 12 0 6 40 00 {| 4 
JHC. 8 6 3 2 oO 0 0 2 0 12 61 0-0 + 
MUR.. 8 12. 3 6 0 0 oe ee ee a 52 | 00 | 4 
KAM. 6 7 3 ee eS o \-2 | 0 | 14 14 31 0-5 | Oo 
WDM 8 12 15 2 | 0 0 0 3 18 12 47 1-0 4 
GH . 6 7 4 1% || O 0 4 0 |} 10 12 37 10 | 8 
DLP . 10 3 15 2 0 0 se 18 12 27 ES ee 
RF 2 21 30 8 0 0 Jeane... ee ) 6 41 \ io 6} 1 
TID . 7 0 4 8 0 0 1 12 14 9 eo || 280 | 2 
VF | 4 3 30 2 0 0 0 12 a1 6 47 eG ( % 
DW | 3 2 8 3 0 0 4 0 7 6 22 | 20 | 4 
AW. 4 1 0 4 0 0 9 0 7 6 80 20 | 0 
MB . 3 9 10 0 0 0 2 o | 7 6 75 25 | 6& 
LGA. 7 7 4 0 0 0 0 3 0 6 44 | 20 | 4 
NMM.. 8 2 4 6 0 0 0 8 7 12 58 20 3 
Mwc.. 8 0 4 0 0 ee ee 6 0 9 38 2-0 3 
CB 3 2 0 0 0 o \)} 2 0 3 4 78 3-0 4 
8G 3 4 20 8 0 ae ORG. 0 42 6 68 3°5 5 
WA 1 1 0 3 | 0 0 4 0 21 4 64 ao | 5 
HI 2 0 0 4 0 0 0 6 10 6 55 4-0 5 
EH 3 0 0 0 0 0 } 2 15 7 4 71 5:0 | 5 
Tongue: G, normal; 1, edematous; 2, smooth edge; 3, fissured; 4, mammillated; 5, bald. 


® Bone vibration : 0, normal; 1, slight loss; 2, slight to moderate loss; 3, moderate loss; 4, moderate to severe loss; 5, severe loss. 


reasonably constant. The two largest sources of error 
are coldness of the extremity and inattention of the 
patient. 

Amplitudes of the order of less than 0-5u are readily 


recognized by normal subjects, and the various grades 
roughly correspond to the ranges shown in Table I. 


Dietetic History. 

A roughly quantitative dietetic history has been taken 
from all patients examined in private practice for the last 
four years. The patients were first asked what they 
habitually had for their meals. They were then asked 
about the quantities of specific foods consumed. The 
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results are shown in Table VI, for 68 patients who, apart 
from atherosclerosis in the older age groups, showed no 
definite sign of organic disease. In addition their age 
was noted, their tongue was classified into one of the above- 
mentioned grades, and their bone vibration appreciation 
was recorded. 

Analysis of Results. 

As a preliminary, the foods were grouped into animal 
proteins, fruit, vegetables and B vitamin containing foods, 
and each of these groups was divided roughly into three 
grades (Table II). 

Analysis by multiple regression showed that only animal 
proteins had any significant effect on tongue changes, and 
that, surprisingly, B vitamin foods played no part. On 
the other hand, the latter were fundamental in bone 
vibration appreciation. 

Tongue. 

Multiple regression analysis was then repeated, the 
tongue grades being compared with age and with particular 
animal foods—namely, meat, eggs, cheese and milk. 

The following equation was obtained: 

Y = 1-878 — 0:2138M — 0-064E — 0:007M — 0-073C + 0-0314, 
where Y is the tongue grade. 

The letters are shown in tabular form below with their 
meaning and the average value for each group (Table III). 
In the last three columns the individual regression 
coefficients are shown with their standard errors. It will 
be seen that, in the amounts eaten, only meat and eggs 


show a significant effect on the tongue. Age has a very 
significant effect. 


Bone Vibration. 


The B vitamin foods were then assessed individually in 
a similar manner to the tongue changes and the following 
multiple regression equation was obtained: 

Y = 2:380 — 0:89C — 0:98W —- 0-18V — 0-04L + 0-024, 
where Y is the degree of bone vibration loss. The letters 
and their meanings are again shown below (Table IV). 

It will be seen that only cereal, yeast extract and age 
have any significant effect. 


Discussion. 


This paper has been written in an attempt to show the 
value of two simple tests of nutritional adequacy and also 
to demonstrate the value of a rapidly taken dietetic 
history. 


In regard to the tongue changes, it is not claimed that 
similar changes cannot occur as the result of causes other 
than malnutrition. In fact, it is held strongly that any 
condition, such as inflammation, which produces swelling 
of the tongue will duplicate the foregoing findings, and it 
is thought that this is the explanation for the changes 
found after the ingestion of certain antibiotics. In contrast 
to the nutritional changes, these tongues are always pain- 
ful, whereas pain in the tongue in the nutritional groups 
is intermittent and confined to the late stages. 

The congenitally fissured tongue may be difficult to dis- 
tinguish from nutritional fissuring, but in this condition 
the fissures are not limited to the dorsum, but extend 
well over the lateral margin of the tongue. It may con- 
ceivably be identical with the nutritionally fissured tongue 
in the edentulous, as here the papille may not have been 
wiped off the edge before fusion occurs. 

Concerning bone vibration appreciation, it is also obvious 
that it can be impaired by many conditions other than 
suboptimal nutrition. On the other hand, the discovery of 
abnormalities by one or both of these tests in the presence 
of an apparently adequate diet is frequently a clear pointer 
to diseases such as pernicious anemia, malabsorption syn- 
dromes or liver damage. 


It is held that the changes outlined are an adequate 
description of the genesis of the fully developed pel- 


lagrinous tongue. Their value as a nutritional index is 
shown by a multiple correlation coefficient of 0-64. The 


bone vibration changes are admittedly subjective and are 
not reproducible from observer to observer, but in the 
hands of a single observer are relatively consistent. Once 
again their value as a nutritional index is shown by a 
multiple correlation coefficient of 0-63. 


The dietetic history is much more an assessment of food 
habits than a quantitative estimate of the amounts of 
actual foods eaten. No claim is made for the accuracy 
of the averages recorded, but the values shown are an 
approximate grading of the subjects, in terms of.the intake 
of these individual foods. As far as the tongue changes 
are concerned, almost as much evidence is obtained from 
the simple question, “What do you have for breakfast, 
lunch and dinner?”’, and assessment of the reply in terms 
of meals containing meat or eggs (Table V). 

The negative correlation between the number of protein 
meals per day and tongue grade is of the order of 0-45. 
This is highly significant, and not very different from the 
multiple correlation coefficient obtained from the more 
detailed dietetic history—namely, 0°64. This gives par- 
ticular emphasis to the importance of what is habitually 
eaten each day—liver once a week or eggs in the week-end 
can hardly be expected to show much of an effect. 

Again, much more notice should be taken of the foods 
that show a significant effect. The failure of other foods 
in this respect, such as cheese, miik, wheat germ et cetera, 
is no criticism of their nutritional value, but only indicates 
that the amounts eaten by the population studied were 
insufficient to show an effect. This again emphasizes the 
importance of food habits, which will vary from population 
to population. A similar investigation in, say, Scandinavia 
would probably emphasize the importance of dairy 
products. 

There has been no attempt to analyse the data com- 
pletely to obtain the maximal information from the investi- 
gation. For instance, it is known that meat has a sig- 
nificant effect on bone vibration appreciation, and it is 
possible that such combinations as cereal plus milk would 
show a significant effect on tongue grade. The effect of 
age is by no means linear and may have interesting 
implications. There is more than suggestive evidence that 
the various “first-grade” proteins are not equivalent in 
biological value. 

All these aspects require much time-consuming analysis, 
and it is thought that they could be better assessed with 


a larger series of cases. 


Conclusion. 


In conclusion, it is sufficient for this paper to show that 
rapid clinical assessment of nutrition is feasible and that 
it is able to answer many questions of nutritional interest. 


Summary. 


1. A classification of tongue changes has been made 
which is shown to be valuable as a reflection of habitual 
“first-grade” protein intake. 


2. Fine grades of bone vibration loss are thought to be 
of similar value in relation to consumption of B vitamin 


containing foods. 

3. A comparatively quick and simple dietetic history in 
terms of few food groups appears to be useful in deter- 
mining a patient’s nutritional habits. It also appears to 
reflect nutritional status—at least in so far as the above- 
mentioned two tests are concerned. 
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Reviews. 


Textbook of Operative Gynmeolesy. By Wilfred Shaw, Pry A. 
(Camb.), M.D., R.C.S. (England), F.R.C.0.G.; 
Edinburgh and London: E. and S. Livingstone, Limited. 
114” x 9”, pp. 454, with 382 illustrations. Price: £5. 


In fulfilling a lifetime ambition, namely, the completion of 
a text-book of operative gynecology, the late Wilfred Shaw 
has given us a volume, every word of which bears the 
imprint of the author. ,The work is intensely individualistic, 
and the reader will derive benefit from the vast knowledge 
of a man who in his turn and according to the results of 
his own experience has impartially appraised the methods of 
others, sometimes finding merit in surgical procedures con- 
demned, often without the “faint praise’, by the majority of 
his colleagues. 

The book is well set out and, generally speaking, contains 
little that could be regarded as differing greatly from the 
teaching in Australian schools. As is to be expected, the 
chapter on anatomical considerations incorporates much of 
the author’s own original work. In the discussion on the. 
treatment of carcinoma of the cervix by radiotherapy plus 
surgery, the Sydney results receive favourable comment; and 
the operation of dilatation of the cervix and curettage rightly 
receives considerably more attention than is usual in books 
of this nature. 

Presumptuous though it may appear to criticize the work 
of an acknowledged expert, one or two points invite com- 
ment. To one not familiar with the author’s own terminology 
some of the operative descriptions are rather hard to follow. 
This, of course, particularly applies to the sections dealing 
with vaginal plastic operations where a more universal 
nomenclature would assist the uninitiated reader. Further- 
more, intricate points of technique are not always suf- 
ficiently well detailed and the correlation of manuscript 
with illustrations is rather vague. In the text there is little 
direct reference to diagrams, and in some cases what appear 
to be rather involved procedures are not illustrated by 
diagrams at all. However, by comparison, these are minor 
criticisms and could be easily remedied in subsequent 
editions. 

Basically, as one would expect, the work is very sound and, 
although one feels that generally speaking it was intended 
for the undergraduate, practising gynecological surgeons 
will gain much from the many useful practical points and 
the fund of general wisdom that it contains. 





Anesthesia in General Practice. By Stuart C. Cullen. M.D.; 
Fourth Edition; 1954. Chicago: The Year Book Pub- 
lishers, Incorporated. 8” x 54”, pp. 312, with 37 illustra- 
tions. Price: $5.00. 


“ANESTHESIA IN GENERAL PRACTICE”, first published in 1946, 
has now in the space of eight years appeared in a fourth 
edition. 

The new edition of this excellent heat is of the same high 
quality as its predecessors, being well printed and bound and 
attractively presented. It is larger than before, much of the 
old material having been rewritten, with two new chapters, 
one on ventilation and the other on the relaxants. 


The views expressed in the rewritten portions keep pace 
with contemporary thought in the United States. Two small 
instances of this might be used as examples: trichlor- 
ethylene, completely omitted from the previous editions, now 
receives appropriate consideration and reflects the increas- 
ing interest in this drug in America. Chloroform was very 
harshly treated in the original edition, gained some recog- 
nition in the second edition, and is now described and given 
sufficient space and commendation to satisfy all but the 
Scots. 

Written primarily for general practice, the book retains all 
its original soundness and insistence on general basic 
principles rather than dogmatic details of technique. The 
two new chapters seem to be below the standard of the rest 
of the book. In references to ventilation there seems to be 
loose thinking about the differences between ventilation, 
respiratory insufficiency and hypoxia. - The clinical detection 
of hypoxia and hypercarbia are too sketchily outlined to be 
useful. The part relating to relaxants also seems to lack 
the clear thinking of the rest of the book. Their mode of 
action is inadequately described, treatment of persistent 
curarization is not sufficiently detailed, and the use of 
atropine with “Prostigmin” is not mentioned. The criticisms 
may be deemed harsh, but to Australians who are accus- 
tomed to the frequent use of relaxants and the accompany- 
ing precautions against hypoxia, overdosage and other com- 









plications, the instructions seem to fall short of those neces- 
sary to ensure safety in the use of these drugs. 

The book remains a valuable asset, and will always be 
memorable for its frankness and clear enunciation of the 
basic principles of physiology and anesthesia. Though 
described as written for general practice, it makes interest- 
ing and profitable reading for all interested in angsthesia. 


Practical Fluid Therapy in Pediatrics, By Fontaine S. Hill, 


M.D.; 1954. Philadelphia and london: W. B. Saunders 
Company. Melbourne: W. ay (Su rgical), Limited. 
93” x 63”, pp. 296, with 20 ilustrations. Price: 57s. 


Any medical practitioner who accepts the responsibility 
of caring for a sick child may face the added responsibility 
of providing this child with appropriate physiological solu- 
tions by the intravenous route, and will often be sorely 
disappointed when he searches in his text-books for help 
about this very important problem. “Practical Fluid Therapy 
in Pediatrics” has been written by Fontaine S. Hill with the 
object of presenting the basic principles of fluid and electro- 
lyte therapy so that they may be applied in everyday 
peediatric practice. 

The text is divided into three sections: the first on basic 
physiological principles and their significance, the second 
on the diagnosis and treatment of clinical conditions, and a 
final section devoted to technical procedures. Throughout 
this book basic principles are correlated with clinical con- 
ditions, and case histories are used in order to illustrate the 
clinical application of these principles. 

The reader who has probably appreciated the clearly 
defined and simply expressed basic principles of the first 
section may be a little dismayed by the rather bewildering 
array of solutions for intravenous use which appear in the 
second section; but it is possible that some of these, such as 
the potassium chloride-Ringer’s solution and the polysal 
solution (Cutter), have been included merely for the sake of 
completeness. Many authorities might disagree with the 
preference for whole blood rather than plasma or plasma 
substitutes in the treatment of burns, and about the value 
of electrocardiography in the recognition of hypokalemia. 
Although the milliequivalent terminology is used through- 
out most of the text, the author occasionally returns to the 
electrolyte language of an earlier era. 


These are obviously very minor criticisms, and most 
readers will agree that the author has succeeded in pro- 
viding the practitioner with a relatively simple and prac- 
tical approach to fluid and electrolyte therapy in everyday 
pediatric practice. 


ce 
——_— 


Books Received. 








[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.] 





“Diseases of the Skin: For peewee and Students’, by 
George Clinton Andrews, M.D., F.A.C.P.; Fourth Edition ; 1954. 
Philadelphia and London : W. B. tesadtes Company. Melbo ourne : 
W. Ramsay (Surgical), Limited. 10” x 64”, pp. 888, with 777 
illustrations. Price: £6 3s. 6d. 

The book combines “a strong scientific foundation in 
academic dermatology and specific up-to- date details of 
management and treatment”. 





“The Hemolytic Anemias: Congenital and Acquired”, by J. V. 
Dacie, M.D. (London), M.R.C.P. (London); 1954. London: J. 
ape A. om Limited. 9” x 6”, pp. 536, with 98 illustrations. 

rice: 50s. 


Intended for both physicians and pathologists. 





“The Study of the Brain: A Companion Text to the Stereo- 

—— Atlas of Neuroanatomy”, by Hyman S. Rubinstein, M.D., 

, D.A.B.P.N., F.A.P.A., with a foreword by Carl L. Davis, 

M.D.; 1953. New York: Grune and Stratton. 11” x 8”, pp. 222, 
with 137 illustrations, one in colour. Price: $9.50. 


This book is complete in itself because the key drawings 
of the atlas have been included in 43 plates. 





“Porphyrins: Their Biological and Chemical DL by 


A, Vannotti, translated by C. Rimington, M.A., Ph.D., D.Sc., 
F.R.S.; 195 London: Hilger and Watts, Limited, ’ Hilger 
Division. 84” x 54”, pp. 282, vith 44 illustrations. Price: 50s. 


Vannotti is the author of “Porphyrine und Porphyrin- 
krankheiten”, published in 1937. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 


abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 


be given: surname of author, initials of author, year, full 
title of article, name of journal, volume, number of first page 
of the article. The abbreviations used for the titles of 


journals are those adopted by the Quarterly Cumulative 
Index Medicus. If a reference is made to an abstract of a 
paper, the name of the original journal, together with that 
of the journal in which the abstract has appeared, should be 
given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


-———————p—_—_—__ 


RETROSPECT AND PROSPECT. 


ONCE again a new year is dawning and the time has 
come to look back at the events of the last twelve months 
with a self-searching and critical eye, to try to absorb what 
lessons the past would teach us, and then to turn to the 
future with hope and high purpose. The new year is 
looked on by most people as the time when they make 
resolutions which more often than not are like pie-crust, 
destined to be broken almost as soon as they are made. 
New year intentions generally imply something new, or 
at least different from what has gone before. We have 
it, however, on the authority of the Preacher in 
Ecclesiastes that there is no new thing under the sun: 

The thing that hath been, it is that which shall be; 


and that which is done is that which shall be done: and 
there is no new thing under the sun. 


Is there any thing whereof it may be said, See, 
this is new? it hath been already of old time, which 
was before us. 


There is no remembrance of former things; neither 
shall there be any remembrance of things that are to 
come with those that shall come after. 


We know that down the “arches of the years” men have 
met the same kinds of crisis over and over again—they 
have faced immensities of war, pestilence and famine; 
they have seen moral standards fall to an appallingly low 
level; they have trembled before the advent of new 
methods of destruction, and have discovered in them 
threats to the safety of the human race. But we have all 
lived to see another day, and so it will go on. Human 
history is like a spiral of recurring events, different 
perhaps in intensity, but with the same excursions and 


alarms. And with it all, the mind of man still retains the 
same frailties, the same faults, the same unwillingness to 
see and comprehend, the same stupidities. Medicine is not 
free from this state, because we know that some dis- 
coveries in medicine have been made more than once—that 
what is called new has sometimes been dragged out of 
the lumber room where it found a resting place because of 
lack of insight or appreciation. 

During the past twelve months there has been no epoch- 
making discovery in medicine. The period has rather been 
one of consolidation. The flourish of trumpets with which 
such drugs as cortisone and isoniazid were hailed has 
given place to quiet appraisal of their value, and an 
attempt to assign to them their proper place in the 
practical sphere of therapeutics. There has been a spate 
of antibiotics—‘‘-mycin’’ type—and sometimes the clinician 
feels that it is hard to keep track of the wealth of 
preparations placed at his dispcsul. In these circumstances 
it is surely better to depend on what is old and known to 
be reliable than to venture on strange pathways with the 
unknown until reliable reports have appeared. It is so 
easy to mistake the post hoc for the propter hoc that a 
constant effort to maintain a critical attitude should be 
made. When what is known as a clinical trial of a 
medicament is being made, it is not safe to rely only on 
the patient’s feeling of well-being or on what he describes 
as fresh energy; some objective and measurable criterion 
should be sought and assessed together with the subjective 
sensations. A great deal has been written about arterial 
hypertension and many preparations have been put for- 
ward as suitable for the treatment of the hypertensive 
patient. It is unlikely that any of these have any 
permanent effect on the causative pathological process. As 
a matter of fact, recent developments have shown more 
than ever before that it is necessary for the clinician to 
understand the pathogenesis of the condition with which 
he is dealing if he is to achieve success. This is one of 
the old-new considerations to be borne in mind. Most 
medical folk would consent to this statement or even 
advance it in matters surgical, but some might not think 
of it in connexion with internal medicine. In surgery, the 
most amazing procedures are being adopted in the cardiac 
and vascular fields, and much help is given to surgeons 
by the newer anesthetic techniques of controlled respira- 
tion, hypothermia and so on. Clearly, operative surgery 
has not yet reached its zenith. With all that is new here, 
however, we do well to remember that surgeons have 
turned back to methods that are redolent of Listerism; 
in other words, Lister lives again though sulphonamides 
and penicillin have taken the place of carbolic acid. 
Cerebral surgery is a highly specialized field, but the neuro- 
surgeon is now as much neurologist as operative tech- 
nician; he can no longer enjoy the dazzling title of “pure 
surgeon”. In pediatrics, what looks like a severe scientific 
atmosphere has developed, and we have learned, as in 
other branches of medicine, to talk and think of milli- 
equivalents per litre and soc on when dealing with “prob- 
lems of fluid and electrolyte metabolism”. This is, of 
course, as it should be, but there is also a tendency to the 
adoption of a more human, or what we may call a more 
homely, attitude in hospital practice. In some centres, 
mothers are being brought into the wards under what is 
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known as “free visiting’—they sometimes feed their own 
children and stay with them for periods of varying length 
(see THE MEpicaL JoURNAL oF AUSTRALIA, April 10, 1954, 
page 563). 

In addition to these few thoughts on the scientific side 
in our retrospect, some mention should be made of the 
medico-political happenings of the past twelve months. 
The recent developments in connexion with the Pensioner 
Medical Service are so fresh in the minds of practitioners 
that they need only be mentioned. This is true also of 
Federal Council doings. The College of General Prac- 
titioners has become a live entity and there are signs 
that those in control are trying with all possible wisdom 
to reinvest general practice and general practitioners with 
the honourable garb which in the opinion of some has 
become of latter years a bit shabby or partially shed 
away. What has been shall be again. It is not necessary 
to go further. 


What of the future? The scientific work of the pro- 
fession as a corporate body must go ahead. The facilities 
will be provided for members. It would appear to be a 
new departure if the members of the Association attended 
meetings in large numbers, but really it would be a 
reversion to what has been known in the past. This, it 
goes without saying, is much to be desired’ During the 
coming year the ninth session of the Australasian Medical 
Congress (British Medical Association) will be held in 
Sydney; in connexion with this we may safely predict that 
what has been will be again—that medical men and women 
from all parts of Australia and beyond its borders will 
come in their hundreds to make the event a success. At 
that gathering, medical knowledge gained over recent 
years will be presented before the eager eyes and ears of 
members. Further work always remains to be done, and 
discussions at Congress sometimes display lacune that 
need to be filled. It is wrong to declare, as one eminent 
laboratory worker has recently done, that all important 
advances originate and are made in the laboratory. 
Clinicians have in the past made most important con- 
tributions to knowledge—witness Gregg, Pickles and 
Mackenzie. It is for the clinicians of today to continue 
by critical observation to add to factual knowledge. If 
they do not erect a complete edifice, they may fashion 
stones for another to use. All research workers are not 
geniuses; some are endowed with patience, powers of 
observation and imagination not equal to the qualities of 
the man with a first class mind. One may stumble on a 
stone which he fashions into a peculiar shape; quite 
another may carve the coping stone. That the latter gets 
most of the credit is not always fair. Be that as it may, 
one of the tasks of medical leaders and laboratory workers 
—and indeed practitioners—is to try to discover the man 
with a mind of the first class, that he may be put on the 
path where he will be most useful to medical science. It 
would be wrong to say that he will find his way to the 
path unaided; he may and he may not. It is for us all to 
see that he does. This is one new year resolution which 
we may make over and above those which have to do with 
our own outlook and conduct. “Preacher” or no “Preacher”, 
when we turn over a new leaf with the coming year, we 
have a new clean page before us and we can write on it 
what we will. 


Current Comment, 





THE MEDICAL SERVICE OF LOUIS XIV. 





In a previous issue of the journal we gave a brief 
description of the health and daily life of Louis XIV, 
and saw that his medical attendants had a formidable 
task in maintaining his health during his lifetime of 
seventy-seven years. It is of interest now to see how his 
medical service was organized, and to learn a little of 
some of its chief members. R. Vaultiert has gone into the 
matter in considerable detail, by a study of various 
sources. He deals with the king’s medical service— 
physicians, surgeons, dentists and apothecaries. 

The chief physician was a person of great importance; 
he took part in the daily life of the sovereign in health as 
well as in illness, and was received with great reverence 
when he visited the Faculty of Medicine at Paris in 1683. 
He superintended the scientific demonstrations in the 
Jardin des plantes. in 1672, we are told, his salary was 
3000 pounds (the old French coin); but actually he 
received 37,000 pounds in various ways. Much has been 
written about the operation for fistula which Louis was 
forced to undergo; the historian Alfred Franklin estimated 
that it cost the country 1,000,000 gold frances. Félix, the 
surgeon who performed the operation, received 300,000 
pounds and the property of Moulineaux, as well as the 
king’s esteem and affection; D’Aquin received 100,000 
pounds, Fagon 80,000, Bessiéres 40,000, the four apothe- 
earies 12,000 each, and Laraye 400 pistoles. From 1652 
the king’s physicians daily recorded their observation on 
his health; Vallot wrote in the front of the book the 
reasons that prompted him to institute the procedure; they 
show what manner of doctor he was: 

I am applying myself entirely to understanding the 
temperament and the particular inclinations of the king, 
having made a firm and profitable resolution to use 
every moment of my life in making myself capable of 
anticipating any complications that may threaten him. 

How well he succeeded is shown by the age to which the 
king lived. The chief physician was with the king at 
intervals all day. Frequently he was accompanied by the 
chief surgeon, another important person; but the great 
exception was the royal purge, which was conducted with 
what seems to us incongruous ceremonial. Fagon every 
month gave the king a kind of tea concocted of senna, 
rhubarb and manna. On that day the king heard Mass in 
bed, and two hours afterwards the chief physician served 
the beverage to him. On that occasion the first gentleman 
of the bedchamber gave place to the eminent doctor. How- 
ever, the honour of presenting the pan belonged to the 
lord chamberlain, which caused great discontent among 
the official chair-bearers, who were accustomed to perform 
this much coveted service. As a matter of fact, when his 
digestion was easy, Louis, after having been on his com- 
mode, willingly bestowed a few favours on these devoted 
servants. The chief physician himself removed the pan 
and examined the results of the purge. Meantime the 
surgeon remained behind the scenes; but he had the right 
of entry when the king was seated on his commode. 
Vaultier draws attention to the rivalry that must have 
existed between those responsible for providing the king’s 
food and his doctors; on one occasion it is recorded that 
Fagon was complaining to the Marquis de Livry, chief 
maitre d@’hétel, about his menus; the latter retorted: “It 
is for us to make the king eat and for you to purge him!” 
It was impossible for the king’s physician to restrain his 
sovereign’s magnificent appetite; to make things worse he 
swallowed his food without chewing it and generally 
behaved like a Gargantua. The chief physician had to 
assist him eight physicians serving by quarters, some 
experts in chemical medicine, and a consultant. 

The king’s surgical service was headed by a chief 
surgeon, a surgeon in ordinary and eight others, serving 
by quarters. The chief was much the most important; 
he was accommodated at Versailles with the right to take 
his meals there, or rather to receive compensation for his 





1 Presse méd., September 29, 1954. 
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living expenses. His salary was 1000 pounds a year; but 
he received further payment every time he cupped the 
king (which was often), and when he was present at the 
ceremony of “touching” for scrofula. His position was 
actually worth at least 8000 pounds. He had a consider- 
able amount to do. Of course, he had not to incise fistule 
very frequently, but there were occasional minor pro- 
cedures, especially cuppings, which were often performed 
in those days, and which no doubt were lifesaving 
measures for hypertensives with large appetites. When 
the king was bled, the solemn ceremonial was rigidly 
observed. (Vaultier has taken his description from a 
book on the life of Louis XIV written by a descendant, 
Comte G. Mareschal de Biévre.) The chief physician 
directed the light of a candle which he held upon the 
king’s arm. Near by the apothecary for that quarter held 
the first “palette” (a special receptacle to hold about four 
ounces of blood); an assistant, armed with several vessels, 
the number varying with the amount of blood to be taken, 
was charged with the duty of handing them to the apothe- 
cary one by one. When all was in readiness, the operating 
surgeon had a special privilege (which was very seldom 
exercised); he could have removed from the royal chamber 
any onlookers who did not please him, so that he should 
not have near him anyone who might irritate or annoy 
him by his presence. After the blood had been taken, the 
chief surgeon carefully bandaged the king’s arm and 
stayed by his bedside until he rose. Then the chief 
surgeon played the part of his valet and helped the king 
to dress. The surgeon also accompanied the king when 
he went hunting—a necessary precaution, because some- 
times serious accidents occurred. We are told that 
Maréchal went with him only on special occasions; but 
once he carried out an effective piece of first aid. Just as 
he was about to mount his horse, a man was brought to 
him who was half-choked by a codfish bone. It was 
obviously an emergency; the surgeon had no instruments 
with him (which seems strange), but in accordance with 
the best first-aid traditions, he improvised. He smeared 
whale oil on his whip, made a knot in the lash, and 
managed to catch the bone it it, pulling it out easily. 
Apart from the chief surgeon, the king’s surgical service 
consisted of three bone-setters, specialists in setting frac- 
tures, and a cutter for stone. 


The king’s dentists had a somewhat unenviable task. 
In his Etat de France (1702), Trabouillet referred to the 
barbers, auxiliaries of the king’s health service, and men- 
tioned “un chirurgien opérateur pour les dents”. His 
remuneration with allowances seems to have amounted to 
a total of 2295 pounds. His work was to clean and cut 
the king’s teeth, and to provide tooth-paste et cetera 
when the king ‘washed his mouth”. (Vaultier remarks 
that there is no indication of how many times a year le 
rot soleil performed that operation.) The bad condition 
of the king’s mouth gave considerable trouble to his chief 
physician, chief surgeon and dentist, for he had lost nearly 
all his teeth by 1685, and those that remained were carious. 
(Louis was born with all his teeth, which was regarded as 
a good omen.) His dental troubles began during the 
campaign of 1676, when he suffered from toothache which 
was treated with essence of cloves or essence of thyme. 
Two years later an abscess developed and suppurated 
internally; a bread and milk poultice wa8 applied, and 
finally the abscess was lanced. Dental surgery at that 
time was somewhat primitive; at times part of the jaw 
was torn out in the extraction of a molar. This seems 
to have happened to Louis in 1689, for there is a record of 
caries in the upper jaw with perforation of a sinus, the 
result of too energetic treatment; everything the king 
drank passed from his mouth straight through his nose, 
like a fountain; what was worse, an offensive smell came 
from him. After consultation with his colleagues, D’Aquin 
decided to operate. The affected area was cauterized 
fourteen times with a red-hot iron by the king’s dentist 
in ordinary, Dubois. Be it noted that the king bore the 
treatment with his usual great courage. He was advised 
afterwards to pass from his mouth through his nose three 
or four times a day a liquid containing one-quarter of 
alcohol, the same amount of distilled vulnerary water and 
one-half orange flower water. All the treatment given 


was kept a close secret, and Louis did not appear in 
public for a month. The fistula healed, but the sinus 
remained infected and caused him considerable trouble 
from time to time because of an offensive mucous dis- 
charge. The treatment given was by purgation, so that 
the “abnormal humours” might pass out by the bowel. 

In 1702 the king’s pharmaceutical service comprised four 
chief apothecaries, who received 1600 pounds, and four 
assistants, whose emoluments were 200 pounds with extras. 
They had the right to maintain a laboratory at Paris or 
any other city that they preferred, which brought them in 
an annual income of about 50 crowns. They were on duty 
by quarters; in January Jean Poisson, whose turn it was, 
received a salary of 1070 silver pounds with a supplement 
for providing the sovereign’s table with sugar on fast 
days. (Sugar was regarded as a form of medicine.) The 
apothecaries were charged with providing not only 
medicines, but also some of the preserves kept in the 
king’s bedchamber, “as well as compounds of coryander, 
of anise, of fennel, of lemon rind, of alcohol, and of 
certain necessary liquids’. All the food the king ate was 
first tasted by his official tasters, in case of poison; the 
apothecaries were exempt from tasting the things they 
provided, and they had the privilege of themselves giving 
them into the king’s hand. They provided perfume sachets 
for his clothes, his linen and his wigs. The apothecary’s 
carriage always followed the king; and all the apothecaries 
and their assistants took the oath of allegiance, their 
hands between those of the chief physician, who gave them 
their certificates of service. It is recorded that the king 
himself occasionally carried out laboratory experiments to 
try to find a cure for hernia. 

There is much interest in Vaultier’s account of the 
medical care of a reigning monarch in a past age, and we 
cannot but admire the comprehensive health service and 
the scale of remuneration of its officers. Vaultier points 
out that it is practically impossible to convert old to 
modern coinage, but Dieudonné’s investigations have sug- 
gested the following rough estimates: a golden crown is 
equivalent to a little more than 15 francs (gold), and a 
silver crown to about six francs. By a simple mathematicai 
calculation along these lines, the salaries quoted may 
easily be converted to pounds, shillings and pence. 


AN AUSTRALIAN PHYSIOTHERAPY JOURNAL. 





AFTER some years of planning, the Australian Physio- 
therapy Association has launched a journal, The Australian 
Journal of Physiotherapy. In making this move, the 
Federal Council of the Australian Physiotherapy Associa- 
tion had two main objectives: first, the advancement of 
the status of physiotherapy as a profession, and second, 
the furtherance of knowledge concerning physiotherapy 
and related sciences and the improvement of standards of 
practice. The journal has made a good start. The first 
number, which is dated October, 1954, contains, in addition 
to a foreword Dy Major-General F. Kingsley Norris, a 
series of relevant articles by medical practitioners and 
physiotherapists, an editorial and news pages. Subjects 
considered include the changing face of physical medicine, 
the physiotherapy of bronchiectasis, the treatment of polio- 
myelitis in the United States, burns, psychic factors in 
physiotherapy, physiotherapy as a profession for the blind, 
the use of “Celastic” in orthopedic work, ultrasonics and 
the “De Arte Gymnastica” of Mercuriale as described by 
Professor Edward Ford. Many of these articles will be of 
as much interest to members of the medical profession as 
to the members of the physiotherapy profession. It seems 
reasonable to comment that the o’jectives of the Aus- 
tralian Physiotherapy Association ~°:i be achieved if the 
journal maintains the quality of ius first issue, which is 
a source of congratulation to the Association and to the 
editor of the journal, Dr. Bryan Gandevia. The sub- 
scription rate to the journal is 15s. per annum, post free 
in Australasia. Single copies are available at 5s. 6d. per 
copy, including postage. The address of the journal is 
eare of Fuller, King and Company, 8&3 William Street, 
Melbourne, Victoria. 
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Abstracts from Medical 
Literature. 





SURGERY. 


Traumatic Perforations of 
Colostomies. 


E. Horrman anp A. Macut (Am. J. 
Surg., January, 1954) review the litera- 
ture on traumatic perforation of colos- 
tomies and point out that this is more 
likely to occur after the patient is dis- 
charged from hospital and doing his 
own irrigations. The basic cause may 
be undue force on inserting the tube, or 
it may be minor trauma leading to 
inflammation of the bowel wall and 
thence to perforation. The clinical 
picture is that produced by perforation 
of the intestine elsewhere, and the treat- 
ment consists of immediate exploration 
with location of the perforation. The 
segment of the bowel may then be 
resected and a new colostomy brought 
out onto the abdominal wall ; or, if this 
is not possible, the perforation may be 
closed and its region drained. Occasion- 
ally, even this is not possible, and then 
a defunctioning colostomy with drain- 
age down to the perforation may be 
instituted as the emergency treatment. 
Various methods have been suggested 
to prevent the occurrence of this com- 
plication, and the authors suggest that 
the best is the use of a lubricated Foley 
catheter of five millilitre capacity 
rubber bag. The catheter is inserted 
only far enough to have the balloon 
inside the bowel, but not necessarily 
beneath the level of the abdominal wall. 
The balloon is then inflated and the 
enema administered. 


Principles in the Treatment of 
Ano-Rectal Disease. 


J. GERENDASY (Am. J. Surg., February, 
1954) states that the healing of ano- 
rectal wounds is closely related to the 
efficacy with which the lymphatics 
drain the part after operation. Operative 
wounds, therefore, in and about the 
ano-rectal area should provide adequate 
drainage. All wounds should extend 
from the excised lesion through the 
anal canal and out onto the skin sur- 
face. Three factors enter into the con- 
struction of a proper drainage wound. 
These are the shape, size, and depth of 
the ano-rectal wound. The size and 
depth of the surgical wound should be 
sufficient to ensure adequate drainage. 
The shape of the operative wound 
should be of sufficient extent, so that 
the edges will not approximate, and 
thus it will be conducive to healing by 
second intention, an important principle 
in ano-rectal surgery. This method of 
healing is nearly always employed in 
ano-rectal surgery, and it is stated that 
this is the only method in this area 
upon which reliance can be placed. In 
addition, at the time of operation care- 
ful handling of the tissues, haemostasis, 
sharp dissection, removal of all dis- 
eased tissue, avoidance of mass liga- 
tures et cetera all play a part in pre- 
venting retardation of wound healing. 
Drainage material such as gauze, soft 


rubber or rubber tubing inserted into 
the rectum is not employed as a routine 
in modern proctological surgery. 


Pancreatic Cystogastrostomy. 


C. Bowers (Arch. Surg., July, 1954) 
reports two cases of pseudocyst of the 
pancreas which were _ successfully 
treated by transgastric cystogastros- 
tomy. The literature concerning treat- 
ment of pancreatic pseudocysts is dis- 
eussed, and the reasons are given 
why transgastric cystogastrostomy is 
superior to and less dangerous than 
other methods such as marsupialization, 
extragastric anastomosis and _ cyst 
excision. 


Ameebic Granuloma. 


C. SprcKNALL AND E. PErRie (New 
England J. Med., June, 1954) have met 
with four cases of ameebic granuloma 
among 24 patients with ameebic colitis. 
In two the caecum was involved, in one 
the rectum, and in the other was 
involvement first of the caecum and 
then of the rectum. The authors point 
out how these tumours may mimic 
carcinoma of the large bowel or rectum 
or an appendiceal abscess in the case 
of the caecal granulomata. The 
patients responded to emetine together 
with the antibiotics, chlortetracycline 
and oxytetracycline. It is pointed out 
that treatment by surgery is dangerous 
and catastrophic in such cases and that 
its only place in the treatment of 
ameebiasis is for certain complications. 


Adrenalectomy for Hormone- 
Dependent Cancer. 


Sir Stanrorp CapE (Ann. Roy. Coll. 
Surgeons England, August, 1954) analyses 
55 cases of bilateral adrenalectomy, 46 
of which were for breast carcinoma, and 
two for prostatic carcinoma. He points 
out that the rationale of adrenalectomy 
performed after gonadectomy for breast 
or prostatic carcinoma is the removal of 
all known sources of sex hormones in 
patients with hormone-dependent cancer. 
His indications for the operation in breast 
cancer are (i) multiple skeletal metastases, 
(ii) widespread cutaneous lesions, (iii) 
advanced bulky or extensive local primary 
tumours, and (iv) visceral metastases 
(hepatic, peritoneal, intraocular and 
cerebral). He states that in prostatic 
eancer, bilateral adrenalectomy is 
indicated when the beneficial effects of 
orchidectomy, estrogen therapy and 
radiotherapy are no longer controlling 
the disease. The pre-operative and post- 
operative management is detailed with 
particular reference to the use of cortisone 
and noradrenaline. Operative technique 
is discussed including remarks on the 
anatomy of the adrenals, especially the 
venous drainage. In the first 21 cases 
the operation was performed in one stage 
without operative mortality. However, 
in the next 11 single-stage cases there 
were four operative deaths. Since then 
the last 18 operations have been per- 
formed in two stages with a week’s 
interval between sides; there has been 
one operative death. If the ovaries had 
not been previously removed, the first 
stage consisted of bilateral oophorectomy 
and unilateral adrenalectomy. The com- 
plications to be feared during this 


operation are (i) an unexpected fall or 
rise in blood-pressure, (ii) opening of the 
pleura, and (iii) venous hemorrhage, 
which is often considerable. The con- 
clusions drawn by the author are that 
bilateral adrenalectomy is compatible 
with prolonged survival on replacement 
therapy with cortisone alone. The most 
striking effects in the breast cases are the 
relief of pain, the improvement of 
nutrition, the increase in weight and, 
objectively, the regression and dis- 
appearance of disseminated cancer in 
the skeleton, viscera and soft tissues. 
In this series, extended survival up to 
twenty months has been obtained in 
patients otherwise untreatable. Successful 
results were found in 52% of patients, 
of whom half showed very remarkable 
improvement. No permanency of results 
is anticipated. The author concludes 
that bilateral adrenalectomy seems to 
be a fundamental advance in the con- 
ception that both the cause and the 
remedy of cancer in certain sites lie 
within us. 


Classification of Gastric 
Carcinoma. 


STANLEY O. HorErr (Surg., Gynec. and 
Obst., September, 1954) states that 
present classifications of carcinoma of 
the stomach are not entirely satisfactory 
to surgeons. He suggests the following 
classification, based upon three stages of 
metastases and three stages of invasion 
by the primary tumour: (i) Metastases— 
stage A, no metastases ; stage B, regional 
metastases ; stage C, distant metastases. 
(ii) Invasion—stage I, superficial cancer ; 
stage II, cancer in all gastric layers ; 
stage III, cancer invading, by con- 
tinuity, structures outside the stomach. 
With this combination of letters and 
numerals, the letter representing the 
stage of metastases, the numeral the 
degree of invasion, the state of the 
disease may be designated in the patient 
at the time of operation. Thus, A-I 
represents a superficial cancer without 
metastases and implies a favourable 
prognosis. The author states that the 
classification has been tested on a con- 
secutive series of 100 patients, all of 
whom have been followed for one to four 
years after operation. There is good 
correlation between the results to date 
and the prognosis implied by the classi- 
fication. 


Recovery from Meconium 
Peritonitis. 


J. F. R. BENTLEY AND D. J. WATERSTON 
(Lancet, November 13, 1954) report two 
cases of infants who recovered from 
congenital meconium peritonitis. In one 
ease the inflammation was acute, in the 
other it was chronic. The authors review 
published reports of nine previous sur- 
vivals and state that although the 
mortality remains high, successful 
treatment is becoming commoner. They 
regard it as the responsibility of the 
obstetrician to seek early surgical aid for 
babies with abdominal distension or 
bilious vomiting, which are the leading 
clinical features of the disorder. The 
abdominal lesions may include all stages 
from acute to chronic meconium 
peritonitis ; the perforated intestine may 
be leaking or healed ; intestinal obstruc- 
tion may or may not be present. Surgical 
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treatment depends on the combination 
of lesions. The authors consider that 
there is reason to believe that most of the 
patients who survive this condition will 
grow into healthy adults. 


Reconstruction of Internal Carotid 
rtery. 

H. H. G. Eastcort, G. W. PickERING 
anp C. G. Ross (Lancet, November 13, 
1954) describe a case in which recon- 
struction of the internal carotid artery 
was carried out in a patient suffering 
from intermittent attacks of hemiplegia. 
They discuss the reasons for the attacks, 
which were attributed to partial occlusion 
of the internal carotid artery. Surgical 
treatment, which consisted in resection 
of the narrowed portion of the carotid 
artery and reconstruction by direct 
anastomosis, has prevented further 
attacks. 


Routine Use of Antibiotics in 
Surgery. 


L. S. McKirrrick anp F, C. WHEELOCK, 
sUNIOR (Surg., Gynec. and _ Obst., 
September, 1954) have studied a small 
group of patients of similar age and 
social and economic backgrounds who 
were operated upon by surgeons of 
comparable experience, the study being 
concerned with the effect of antibiotics 
upon the post-operative courses following 
certain elective operations. The authors 
state that the group is much too small to 
have statistical significance, but was 
intended as a pilot group, careful study of 
which might suggest the need for further 
investigation, or at least afford some 
evidence for or against the prophylactic 
use of these agents. The study covered 
175 patients who had undergone opera- 
tions on the gastro-intestinal or biliary 
tracts. It failed to demonstrate benefits 
which are necessary to compensate for the 
discomforts, expense and possible dangers 
associated with the prophylactic use of 
antibiotics after most elective operations 
on the gastro-intestinal and biliary tracts. 


Cryptorchidism. 


J. S. Grove (J. Urol., June, 1954) 
states that numerous excellent reports 
do not substantiate a high incidence of 
malignant change in undescended testes. 
The fear of possible future malignant 
change in an imperfectly descended 
testis should not be the reason for 
orchidectomy. As regards orchiopexy, 
if one is to preserve the germina. elements, 
operation should be performed before the 
age of six years, because these elements 
undergo early atrophy. The use of 
hormonal therapy in cryptorchidism is 
questionable because if one testis is in the 
scrotum, it signifies that enough hormonal 
stimulation for descent is present. The 
reason for non-descent on the other side 
must then be due to mechanical factors, 
suitable for correction by operation. 
Testes which come down spontaneously 
at puberty or later are not true ectopic 
testes,. but represent the migratory type. 
Abdominal testes should be placed in a 
position where they can be felt. If this 
cannot be done, then orchidectomy should 
be performed, provided the condition 
is unilateral. An inguinal testis should 


never be replaced in the abdomen if it 
cannot be brought down to the scrotum. 
In view of the long interval of time before 
malignant changes occur in testes success- 
fully placed in the scrotum, the author 
does not think that the ectopia is the 
cause of the tumour formation. The 
classification should simply be as tumours 
of a scrotal testis. Undescended testes 
which cannot be brought down properly 
at one operation should not be subjected 
to multiple stage operations. They are 
best left alone if in the groin, or removed 
if in the abdomen. 


Torsion of the Lower Extremities 
in Small Children. 


J. H. Kitre (J. Bone & Joint Surg., 
June, 1954) states that torsion of the 
lower extremities in small children usually 
takes one of two patterns. The children 
may have medial torsion and be bow- 
legged and pigeon-toed, or they may have 
lateral torsion and be slightly knock- 
kneed and flat-footed. Medial torsion 
may be either congenital or acquired. 
In children with congenital medial torsion 
the torsion chiefly occurs between the 
knee and the ankle, and there is marked 
lateral convexity of the leg. The de- 
formity is present at birth, but may not 
be recognized then. The author points 
out that the developmental arrest theory 
of xtiology is more acceptable to the 
parent than the atavistic reversion theory. 
Although present at birth, it may be 
overlooked until the child begins to walk. 
The deformity is symmetrical and occurs 
in well nourished and often overweight 
children. When the child stands or 
walks the kneecaps are pointed outwards, 
there is lateral convexity of the leg, and 
the toes point inwards and_ suggest 
metatarsus varus. In the average case, 
when the malleoli are made to touch each 
other, the condyles of the femora are 
about two fingers’ breadth apart, and the 
space below the knees is about three 
fingers’ breadth wide. There is very little 
deformity of the femora in these children 
with congenital medial torsion of leg. 
The angulation which produces a lateral 
convexity takes place at the epiphyseal 
line and is greatest at the distal epiphysis 
of the tibia. Instead of the line being 
perpendicular to the long axis of the 
bone, it is oblique, facing medially. The 
tibia is shorter than normal, and the 
fibula is longer. By the rotation test one 
can distinguish a congenital from an 
acquired deformity. In the former, when 
the ankles are grasped and the limbs are 
rotated medially and laterally, the patellz 
can be turned medially and _ laterally 
about as far as in a normal child. This 
is not true in an acquired deformity. 
In the latter the patelle can be turned 
medially to 90° or more, but they cannot 
be rotated laterally much past the mid- 
position. Without treatment, the 
prognosis for the children with the 
congenital type is poor, but in those with 
the acquired type it is good. The 
mother is shown how to manipulate the 
legs to correct the lateral bowing and 
also to correct the medial torsion. If 
there is no improvement in two months, 
a double brace is applied. The brace 
recommended has bars on each side of the 
limb with the lateral bars attached to a 
pelvic band. In the acquired type, the 
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first thing to do is to correct the faulty 
sleeping and sitting habits which have 
produced the deformity. The author 
states that in addition to the lateral 
rotation of the lower extremities there is 
some knock-knee deformity and usually 
a severe flat foot deformity. The flat 
foot deformity is produced by the position 
of lateral rotation of the hips. It is 
usually acquired from faulty sleeping and 
sitting habits. These babies sleep on 
either the abdomen or the back with the 
lower extremities in a frog position; a 
few may sleep in the knee-chest position 
with the toes turned out. Stiff, new, 
large diapers which are tightly pinned 
tend to hold the thighs and hips flexed at 
right angles with thighs laterally rotated. 
Incorrect postures when sitting also tend 
to increase the deformity. Treatment 
consists in breaking the faulty sleeping 
and sitting habits. When the infant is 
placed so that he lies first on one side and 
then on the other, the lower extremities 
are both rolled into a neutral position. 
When the baby sits, he should sit in a 
small chair which will flex the knees and 
put the femora in a normal mid-position. 
The parents are taught how to manipulate 
and rotate the limbs medially as far as 
possible. When the child walks he should 


wear swung-in shoes. 


Functional Results of Hip Arthro- 
plasty with Acrylic Prosthesis. 


R. MerLE D’AUBIGNE AND M. Poste. 
(J. Bone & Joint Surg., June, 1954) 
have noted the late results from 243 
arthroplasties with an acrylic prosthesis 
for traumatic or osteo-arthritic con- 
ditions. They state that early results 
(after one year) show the importance of 
the restoration of the normal mechanics 
of the hip joint by the preservation or 
the restoration of normal length of the 
femoral neck, the exact correction of 
anteversion, and the precise fit of the 
prosthetic head to the acetabulum. A 
good exposure of the joint through the 
postero-lateral approach appears neces- 
sary in order to fulfil these conditions. 
Late results (from two to five years) 
show deterioration of the functional 
results in 20% of cases. These deteriora- 
tions appear to be caused by bone 
absorption around the Judet prosthesis 
and the consequent loosening of the 
prosthesis. The authors state that a 
fair number of failures were caused by 
mechanical disorders. Wearing or fracture 
of the prosthesis can certainly be 
eliminated by the use of a prosthesis 
made of inert metal rather than of 
acrylic. The ill effects of the absorption 
of bone in the upper end of the femur can 
probably be avoided by a better design 
of a prosthesis which will distribute 
pressure over a wide surface. and prevent 
loosening of the prosthesis. The authors 
propose to use a new type of cervico- 
capital prosthesis, which makes possible 
restoration of the normal length of the 
femoral neck when it is congenitally or 
pathologically short, correction of ante- 
version, even when very great, provision 
of a weight-bearing surface on a more 
vascularized part of the femur and the 
distribution of pressure on bone so as to 
lessen bone absorption, to prevent its ill 
effects and, particularly, to decrease 
mobility of the prosthesis. 
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Wedical Societies. 





PAZDIATRIC SOCIETY OF VICTORIA. 


A MEETING of the Pediatric Society of Victoria was held 
on September 8, 1954, at the Royal Children’s Hospital, 
Melbourne. 


Myositis and Myoglobinuria. 


Dr. RAE MATHEWS showed a girl, aged four years, suffering 
from acute myositis and myoglobinuria. This illness followed 
an attack of otitis media, for which she was given sulpha- 
mezathine and “Aureomycin’”. Pains in the legs and swelling 
had commenced four days before her admission to hospital, 
and she began passing dark-coloured urine twenty-four 
hours before admission. 


On her admission to hospital, the child showed tender 
swelling of calf and thigh muscles, with only slight pitting 
cedema of her ankles, there being no joint involvement. She 
was afebrile, but had tachycardia (160 beats per minute) 
and clinical signs of enlargement of her heart. Low voltage 
complexes were apparent in an electrocardiogram. Her ear 
was still discharging offensive pus. The urine was dark 
brown, cloudy and of high specific gravity, and contained 
albumin, acetone and diacetic acid. Microscopic examination 
of the urine revealed no red blood cells, but granular and 
cellular casts. The diagnosis at this time was thought to be 
acute nephritis, so complete bed rest was ordered, and her 
fluid intake was restricted. Over the next twenty-four hours 
all her limb muscles became tender and swollen, tachycardia 
persisted and the urinary findings were unchanged. 
Spectroscopic examination of the urine at this time revealed 
methemoglobin, but the pigment was later found to be 
myoglobin. Over the next few days a rash appeared on her 
face and she developed swelling of her finger tips which 
later peeled. 


The diagnosis now favoured was one of the collagenous 
diseases, either disseminated lupus erythematosus or 
dermatomyositis. However, on examination of heparinized 
blood, no LE cells were seen. 


All her muscle groups became extremely tender and 
swollen, the appearances resembling those of an acute 
inflammatory lesion in the muscles themselves, and this was 
associated over the next few days with extreme pyrexia (to 
106°8° F.). Her general condition deteriorated rapidly over 
this time. In spite of the fact that the swelling in the 
muscles had begun to resolve, it was decided to perform a 
muscle biopsy under local anesthesia in the hope of making 
an accurate diagnosis. This was performed, and examination 
of the section revealed typical acute myositis. 


The dark-coloured urine persisted for three days after 
her admission to hospital, and the pigment was reinvesti- 
gated and found to be myoglobin. ~“ During this period of 
pyrexia, the inflammation in her muscles began to resolve, 
as was shown by decreasing tenderness and swelling. As 
this occurred, pitting cedema of the overlying tissue was 
noted. This resolution occurred in the reverse order to its 
appearance. Fluid intake was not restricted during this 
time. Ten days after her admission to hospital, there was 
no pain or tenderness in the limbs; some _ tachycardia 
persisted, and her ear was still discharging offensive pus. 


Improvement continued, so that four weeks after her 
admission to hospital she was able to walk normally and an 
electrocardiogram showed no evidence of cardiac damage. 
Apart from a brief episode about two months after her 
admission, in which she was again febrile and complained 
of pains in the limbs and her urine contained albumin, she 
had remained well and maintained normal activity. Dr. 
Mathews said that the final diagnosis was still not certain, 
as she showed features of two conditions—firstly, paroxysma 
paralytic myoglobinuria, a condition in humans similar to 
paralytic equine hemoglobinuria, and secondly, dermato- 
myositis with myoglobinuria. 


Mr. I. C. Parsons, of the Department of Biochemistry, 
University of Melbourne, then discussed the pigment myo- 
globin. He stated that myoglobin was the red pigment found 
mostly in striated and cardiac muscle. It was a protein of 
low molecular weight (17,000) in contrast to the blood pig- 
ment (68,000), and its main function appeared to be to act 
as a reservoir of oxygen for short-term contracting muscle. 
Normally confined to the muscle cell, the pigment escaped 
under certain pathological conditions—for example, the 
“erush syndrome” and “Haff disease’—and in conditions of 
unknown etiology, such as “paroxysmal paralytic myo- 
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globinuria”. On account of the low molecular weight of 
myoglobin, the renal threshold was quite low (20 milli- 


grammes per 100 millilitres), which enabled it to be rapidly 
cleared from the plasma to the urine. As the myoglobin 
content of muscle was only 2% to 3% dry weight, the period 
of excretion was only short. The detection of myoglobin 
derivatives in urine was best done with a Hartridge 
reversion spectrometer. The absorption bands were shifted 
three to seven microns to the red compared with those of 
the blood pigment. Myoglobin auto-oxidized very rapidly, 
and also denatured readily, so the ultimate proof of the 
presence of myoglobin in old urine specimens required care- 
ful examination. However, as the denatured pigment was 
readily renatured under alkaline reducing conditions, that 
procedure should always be carried out on any doubtful 
sediments. Renal damage was usually present in all cases 
involving myoglobinuria, and gross cast excretion could be 
found during the passage of the pigmented urine; the casts 
were deeply pigmented with hematin compounds and 
appeared as a muddy sediment. The loss of myoglobin from 
the muscle cells appeared to be related to potassium loss, 
and was probably a result of aberrant carbohydrate 
metabolism in the particular muscle group, anorexia prob- 
ably being an important contributing factor. 


Dr. A. WILLIAMS showed a “Kodachrome’’” slide of the 
histological condition of the muscle biopsy, demonstrating 
the damage to muscle fibres and infiltration with lympho- 
cytes. 

Dr. P. Parsons said that he had seen a somewhat similar 
patient, a man who probably suffered from the condition 
known as paroxysmal paralytic myoglobinuria. He was a 
man of forty years, powerfully athletic and with big muscles, 
who for the previous eighteen months had had three episodes 
of fever, nausea and vomiting with the development of pain- 
ful, tender muscles. This condition would settle down after 
three to four days; but for the next three weeks edema 
of the legs would be present. At the end of that time no 
abnormality could be found except a right bundle branch 
block in the electrocardiogram. During his last attack he 
had passed dark urine, which was found to contain myo- 
globin. On that occasion he had severe abdominal pain, 
and tenderness was present in the right upper quadrant of 
the abdomen. Laparotomy was performed, but no abnor- 
mality was found. A biopsy of muscle was obtained. On 
the second post-operative day he developed anuria. After 
thirty-six hours diuresis took place, the urine being normal, 
but a few days later he sat up and died. At the post-mortem 
examination no abnormality was found. The findings on a 
muscle biopsy were also normal, and examination of the 
heart muscle revealed no abnormality. 


Dr. S. WILLIAMS said that Dr. Mathews’s patient did have 
ulcers in the mouth. He thought the etiology of the disease 
was mysterious, but wondered whether it was a sensitivity 
phenomenon, and asked whether cortisone had been tried. 


Dr. Mathews, in reply, said that there was no reference in 
the literature to the use of cortisone in that condition. 


The Treatment of Kernicterus by Exchange 
Transfusion. 


Dr. ELIzABeETH TURNER read a paper entitled “Treatment 
ef Kernicterus by Exchange Transfusion”. This paper was 
published in full in the issue of November 27, 1954. 


Dr. J. GRANTLEY SHELTON, in opening the discussion on Dr. 
Turner’s paper, quoted eight cases in which ‘repeat 
exchange transfusion” had been used at the Royal Women’s 
Hospital in the treatment of erythroblastotic babies. He 
made reference to a clinical research programme which had 
been carried out by Dr. Kate Campbell and himself in the 
professorial unit at the Royal Women’s Hospital during the 
years 1952 and 1953. They had collected a series of 147 iso- 
immunized Rh-negative pregnant women, and after a set 
plan of management during the ante-natal period, had 
observed the outcome of these pregnaneies. They had 
attempted to show some correlation between the delivery 
of a live-born infant and three ante-natal factors—namely, 
maternal history, maternal titre, and period of gestation. 
Dr. Shelton said that time did not permit him to comment 
further on the first and second factors, but at the Royal 
Women’s Hospital they were now convinced that “prema- 
turity was the best friend of kernicterus”. In other words, 
he did not recommend induction of labour before term for 
the immunized Rh-negative mother. That idea had been 
confirmed by the. results of his investigations, and was also 
the accepted idea overseas. 

Dr. Shelton then commented on the fact that since the 
discovery of the Rh factor an enormous amount of literature 
had been published on the subject; but most of it had been 
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written by serologists and pediatricians. It was . difficult 
to find very much written by an obstetrician; yet iso- 
immunization in the Rh-negative mother was a serious 
obstetric problem. 


Dr. KaTE CAMPBELL said that it was a significant advance 
to be able to treat kernicterus with exchange transfusion. 
She had formerly thought there was no hope of undoing 
the damage, but was gratified to find that that was not so. 
At the Royal Women’s Hospital eight babies had had two 
exchange transfusions; one baby had its second at thirty- 
one hours and one at five days. The important thing was 
to carry out the repeat exchange transfusion if the jaundice 
increased; it was not wise to wait until kernicterus was 
evident. Three babies had had repeat exchange transfusion 
for that reason, and none had kernicterus. They had 
started by using 80 millilitres of blood per pound of body 
weight, but now used 100 millilitres per pound and found 
the result better. The transfusion could be given in two 
stages in the one day if the baby was sick. The blood given 
should be of the correct temperature. Sudden cardiac arrest 
could occur if the blood was too hot. 


Dr. J. COLEBATCH said that he had not been wholly con- 
vinced of the wisdom of that method when it was first 
suggested, but he was convinced now. It had solved the 
problem of kernicterus developing after exchange trans- 
fusion. He asked whether bilirubin was considered respon- 
sible for the damage to the central nervous system, or 
whether success in preventing damage was due to the 
washing out of the abnormal lipid which Dr. Turner 
described. Dr. Colebatch also asked whether, in view of 
the success and simplicity of exchange transfusion, early 
induction of labour might not now be indicated in certain 
cases, 


Dr. Turner, in reply, said that she had not referred to an 
abnormal lipid but to a peculiar lipid. She thought that cell 
damage must occur, but it was reversible if treated early 
enough. She also thought that premature delivery mighi 
be indicated in some cases, as some infants did die in utero 
in the last few weeks of pregnancy. 


Bacterium Coli Meningitis. 


Dr. R. O'REILLY read a paper on the treatment of 
Bacterium coli meningitis at the Royal Children’s Hospital. 
He said that B. coli meningitis was an uncommon infection 
in infancy and childhood; the results of the treatment were 
usually reported as being very poor, and results at the 
hospital made that appear to be an understatement. 


Over the five-year period from 1949 to 1953 inclusive, 19 
patients suffering from meningitis due to B. coli had been 
treated. From a retrospective study of the clinical histories 
of the children, certain interesting facts emerged; but as 
in most studies of that type, all details were not available. 
In all cases the diagnosis was proved by bacteriological 
culture. 


The outstanding clinical feature was the insidious onset 
in most cases. The symptom common to all was disinclina- 
tion to feed. Vomiting occurred relatively frequently. Fever 
was uncommon, and convulsions, when present before diag- 
nosis as in seven cases of the 19, usually occurred late in 
the illness. Among the 19 patients there were nine females 
and 10 males. Thirteen patients were aged less than one 
month, and five of these recovered. Four patients were 
aged between one month and six months, and one of these 
recovered. Two patients were aged over six months, and 
both died. Nine patients had recorded evidence of B. coli 
infection elsewhere, and among these, three urifary tract 
infections were diagnosed clinically; five patients had renal 
tract deformity diagnosed or confirmed at autopsy. In one 
case peritoneal abscesses followed operation. Birth trauma 
was present in three cases; two of the patients died. 


Only four patients had a history of illness of less than 
three days’ duration before diagnosis, and three of these 
recovered. In fifteen the duration of symptoms was from 
three days to over one week, and only three of these 
recovered. Of the six patients who recovered, only one child 
was known to be normal after four years. One was mentally 
retarded, one was not traced, and three were hydrocephalic. 


The overall picture was therefore rather depressing. How- 
ever, it was interesting that six children out of 19 were 
cured of their meningeal infection. Perhaps with earlier 
diagnosis more infants would be cured without sequele. 
With that in view, B. coli meningitis should always be borne 


in mind when one was dealing with a sluggish infant who 
was disinclined to feed. 


Dr. J. W. Perry said that over a period of five years there 
were records in the department of pathology at the hospital 
of 24 cases of meningitis due to Gram-negative organisms 
other than Haemophilus influenze type B. Over the same 
period there were 479 cases of bacteriologically proven other 
types of suppurative meningitis, so that approximately one 
in 20 of all cases of bacteriologically proven suppurative 
meningitis in the past five years had been caused by Gram- 
negative organisms other than Hemophilus influenze. 


Of 24 cases mentioned, 19 were due to B. coli infection, 
four to Pseudomonas pyocyanea and one to Salmonella 
typhi-murium. Eight patients of the 24 were still alive, but 
not necessarily normal. 


The commonest finding at necropsy was pyocephalus (17 
cases out of 23). 


In only two cases was there evidence of renal tract 
abnormality. 


The relationship of recovery to antibiotic sensitivity of 
the organisms obtained was difficult to assess. Of the eight 
survivors, five had organisms sensitive to the antibiotic 
administered. Of the fatal cases, in the majority the 
organisms were resistant to the antibiotic administered. 


Dr. KaTE CAMPBELL and Dr. R. SouTHBy both recalled an 
isolated case of neonatal B. coli meningitis in which the 
patient had recovered. 


Dr. S. WILLIAMS said that he had recently used intra- 
muscular injections of “Terramycin” in the treatment of a 
mentally defective patient suffering from B. coli meningitis, 
and it had cleared the cerebro-spinal fluid of organisms very 
effectively. 


Dr. J. COLEBATCH said that he thought the site of infection 
was not so commonly renal as was described. He knew of 
two cases, in one of which a B. coli eye infection was present 
and in the other B. coli umbilical sepsis. 


Dr. H. N. WETTENHALL asked how many of the children 
diagnosed as suffering from B. coli meningitis had had their 
urine examined microscopically. 


Dr. O’Reilly, in reply, said that not all patients had had 
urine examined. Three had been regarded as having clinical 
evidence of renal tract infection, and this had been proved 
at autopsy. 


Malrotation of the Gut with Symptoms Suggesting 
Coeliac Disease. 


Dr. CHARLOTTE ANDERSON then discussed the case of a 
female patient, aged three years, the second child in a 
family of three, who had passed through a normal baby- 
hood and remained well until the age of eighteen months. 
Between eighteen and twenty-two months she was admitted 
three times to the gastro-enteritis ward with diarrhea and 
vomiting. On the first occasion symptoms had commenced 
abruptly twenty-four hours before her admission to hos- 
pital, and intravenous therapy was needed to revive her. 
No pathogenic organisms were isolated from the stool. When 
the acute symptoms subsided the stools remained loose and 
pale. She was readmitted to hospital on two occasions with 
exacerbation of acute diarrhea. It was thought that she 
showed symptoms of the celiac syndrome, and gluten in the 
diet was restricted. 


At about that time Dr. Anderson first examined the child. 
She appeared healthy and was normal on physical examina- 
tion, except for some protuberance of the abdomen. She 
weighed 25 pounds at the age of two years. Gluten in the 
diet had been restricted, not excluded; but the stools were 
still large and porridgy, especially when she rose in the 
morning. Complete investigation was planned when another 
severe attack of diarrhcea necessitating intravenous therapy 
precipitated her admission to hospital. At that time it was 
noted that a characteristic of the attack was the passage of 
very large amounts of clear fluid from the bowel. 


The stools were still pale and semi-solid when the acute 
symptoms subsided, and investigation of the fat balance 
demonstrated pronounced steatorrhea, fat absorption being 
between 70% and 80%. However, despite the demonstration 
of malabsorption there were several features that were 
against a clinical diagnosis of true celiac disease—namely, 
the fact that the child was cheerful and active and had a 
very good appetite between attacks. Her nutrition remained 
fairly good despite the malabsorption. Nevertheless, she 
was placed on a strict gluten-free dietary regime; but after 
three weeks there was another acute attack of diarrhea, 
and over the following weeks the steatorrheea did not dis- 


appear, which it should have done had the diagnosis been 
that of true ceeliac disease. 
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To try to throw some light on the passage of the large 
amounts of fluid from the bowel, a sigmoidoscopic examina- 
tion was performed. However, the only abnormal finding 
was the clear fluid coming down from higher up the colon. 
At that stage the possibility of a reduplication of a segment 
of the bowel or a connexion between the urinary tract and 
intestine was considered, but an excretion pyelogram 
revealed no abnormality. X-ray examination after a barium 
enema revealed a large redundant colon, and Dr. F. Plarre 
reported that the barium seemed to become diluted in a 
large volume of fluid. No reduplication was seen. X-ray 
examination with a barium meal and follow-through then 
revealed that the caecum and appendix occupied three 
different positions in succeeding films—for instance, the 
right iliac fossa, the left iliac fossa, and high up in the 
right hypochondrium. When Gross’s ‘“Text-Book of 
Pediatric Surgery” was consulted, it was found that he 
referred to a group of children who shewed symptoms of 
the celiac syndrome, such as recurring diarrhea, mal- 
absorption and failure to thrive with distended abdomen, 
and who had a mobile caecum. The gut was completely 
rotated, but the caecum was mobile and unattached. At 
operation he either tacked down the caecum or freed it 
from its abnormal attachment, allowing it to lie always ‘in 
the left side of the abdomen. 


Dr. J. G. Whitaker then performed a laparotomy on the 
patient under discussion. However, the operative findings 
were those of universal mesentery. The bowel had no 
attachment to the posterior abdominal wall except at the 
root of the mesentery, where the superior mesentric vessels 
left the aorta. Glands and veins in the mesentery were very 
obvious, and the wall of the sigmoid and descending colon 
felt edematous and slightly thickened. No reparative pro- 
cedure was attempted. Recovery from operation was 
uneventful. 

Dr. Anderson said that during development of the bowel 
it was held that arrests at ten to eleven weeks of embryonic 
life led to the anomaly of lack of attachment of the mesen- 
tery along the posterior abdominal wall. The last stage in 
rotation was that of fusion of the ascending mesocolon 
and descending mesocolon to the back wall of the abdomen. 
That, in effect, anchored the base of the mesentery 
posteriorly from the ligament of Treitz obliquely downward 
towards the caecal area. ; 

The explanation offered by Gross for the symptoms in 
his cases had been adopted in the present case as the pos- 
sible explanation of the symptoms. A subacute volvulus 
occurred at intervals, leading to mesenteric compression, 
which in its turn led to venous congestion and cedema of 
the intestinal wall, which led further to malabsorption of 
food products in the jejunum and ileum and malabsorption 
of water in the ileum and large bowel. 

During the past eight months the child had been on a 
normal diet and had gained in weight, but she still had 
recurrences of acute diarrhea and subsequent malabsorption. 
The mother had learnt to manage the fluid intake during 
most of the attacks; but one month prior to the meeting 
the child had been readmitted to hospital with an attack 
which for the first time commenced with pain, followed by 
vomiting and diarrhea. On the third day of the attack the 
abdomen was distended and resonant, and X-ray examina- 
tion showed the picture of obstruction with dilated gas- 
filled bowel and fluid levels. However, by that time vomiting 
had ceased, and the child was eating and drinking. The 
distension slowly subsided. That episode lent support to 


the contention that some type of volvulus occurred causing 
injury to the bowel. It was hoped that the child’s attacks 


might lessen, but it was possible that one day true obstruc- 


tion would occur. She illustrated three things: firstly, a 
rare cause of the symptoms usually included in that hetero- 


geneous group the celiac syndrome; secondly, the valuable 


help obtained from careful X-ray follow-through studies of 
the small bowel; and finally, the value of a therapeutic trial 


of the gluten-free diet in separating that disorder from that 
of true celiac disease, in the absence of any other positive 
distinguishing investigation. 

Dr. V. L. CoLtins asked what operative procedure Dr. 
Gross would recommend in such a case. 

Dr. Anderson, in reply, said that she had written to Dr. 
Gross about the case and he had kindly replied. However, 
he had not seen that particular abnormality of rotation pro- 
duce such symptoms. He could not suggest any operative 
procedure, but said that it might be hoped that laparotomy 
would result in some adhesion formation which might anchor 


the bowel. 


Mut of the Past. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


BRANDY AND SALT. 
{From The Australian, April 21, 1839.] 


Mr. TecG has just issued from his Press a neat little work 
upon the above wonderful medicine which at present is 
exciting universal attention and which, according to the 
statements of the British Press has brought about some most 
astonishing cures. It will be seen irom the work that it is 
of no use as a medicine whether inwardly or- outwardly 
applied unless made of pure French brandy; therefore those 
persons who may desire to use the recipe should be certain 
that the article is not spurious. The remedy is of so simple 
a nature that few if any objections can be raised against its 
application. We shall be happy to give publicity to any 
cures effected which we trust will not be few although we 
cannot place implicit faith as to its being a universal cure. 


—<f 
—_— 





Corresponvence. 


A CHILDREN’S CLINIC IN KOREA. 


Sir: Dr. Burgess’s revealing and informative article on 
“A Children’s Clinic in Korea” (M. J. AustraLia4, November 
27) contains a statement so contrary to universal experience 
in Korea that I think it must derive from a mistyping or 
some similar misadvertence. The article says “Hookworms 
are very rarely found’. I wonder if the rendering should 
be “Hookworms are regularly found’. For, in fact, hook- 
worm infestation in my day was very high indeed, and 
conditions are not likely to have improved with war. 

Dr. Burgess’s modest account ef the vast amount of work 
done under conditions almost unimaginable to those used to 
the amenities and facilities of this favoured land is matched 
in a report recently received from the Australian Women’s 
Hospital located, as is Dr. Burgess, in Fusan. Miss Helen 
MacKenzie, M.B., B.S., Melbourne, is in medical charge of 
the institution assisted by Sister Cath MacKenzie, F.R.A.C. 
of Nursing. 

The report contains this sentence: “Last Sunday evening 
we were doing a Cesarean section on the operating table, 
a woman was having twins in the delivery bed six feet 
away and in between was a very sick patient with eclampsia. 
By the time nurses and doctors operating were squeezed in 
there just wasn’t a square inch in which to move around!” 

Yours, etc., 
4 Barry Street, Cuas. I. McLaren. 
Kew, E.4, 
Victoria. 
December 2, 1954. 


THE PENSIONER MEDICAL SERVICE. 


Sir: The Melbourne Sun, Monday, December 6, reported 
Sir Earle Page as saying: 

“Careless, stupid and fraudulent actions by a small per- 
centage of doctors were threatening the destructign of the 
free medical service for pensioners.” 

In common with all professions, medicine harbours a few 
whose malpractice damns the good done by the many. 

Despite this, however, is it not rather the parsimonious 
attitude of the Minister in regard to the doctors’ fees which 
is threatening the destruction of the Pensioner Medical 
Service? 

Ever since the inception of the service, the fees proposed 
by the Minister have been an insult to our standing .as pro- 


fessional men, and the recent sop of an increase of one 
shilling per service is just another instance of this. 





‘Prom the original in the Mitchell Library, Sydney. 
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Pensioners have frequently discussed with me the pay- attention realized this. All medical practitioners, nurses and 
ment of their fees by the Government and have been members of religious organizations could become members 
surprised, and in many cases disgusted, to learn that we of a medical benefits organization at little cost and thereby 
time are not reimbursed the full normal fee. Many have asked be relieved of the_ “dreadful sense of obligation” to the 
official to pay the difference. This has always been refused, as it specialist or practitioner whose services they have received 
events is not the few extra shillings from the individual which gratis. ) 
counts, but the principle which is involved. Yours, etc., 
At a recent sub-branch meeting of the British Medical December 8, 1954. MEDICAL BENEFITS CONTRIBUTOR. 
Association, it was obvious that the great majority of the ’ 
members were dissatisfied with the existing arrangements. 
As one member put it, the present conditions are making SEXUAL OFFENDERS. 
the doctor dishonest”. asses 
The recent court decisions on marginal increases for the a ‘ ; 
skilled workers, the unblushing acceptance by our Victorian Sik: Permit me to appreciate Judge Berne’s attitude 
work legislators of a very considerable increase in their salaries, towards “sexual offenders”. Although I have appeared only 
ent is surely makes the request of normal fees for services once as a medical witness, before Judge Markell, who held 
Oo the rendered both reasonable and just. similar views of “re-socialization” rather than segregation, 
> ave ; raw Po 5 sactaty ankle « . oy 
Ay sy od If the Minister is so concerned for the success of his t have Pagina lag our “obi ew lacks a modern humane 
vardl scheme, he should bear in mind the old axiom: “A poorly ®Pproach towards this problem. I feel it incumbent upon 
y ald work kes a bad worker.” this profession to do more than utter passive appreciation, 
those paid worker ma é : ; é sein Pt ache ; fe: CK sb ceaiatr gs 
3 i in that the establishment of out-patient clinics is our 
ertain ours, etc., " responsibiliy. The appointment of a psychiatrist to the 
simple ALAN G. NICHOLSON. venereal disease clinics and the injection of suppressive 
nst its Cnr. Malvern and Orrong Roads, stilbeestrol or its synthetic derivatives may perhaps be a 
J any Armadale, S.1, step further. What do your readers think in the matter? 
otis Victoria, Yours, etc., 
cure. December 12, 1954. 115 Macleay Street, NorMAN LEE 
Potts Point, 
New South Wales. 
PRACTITIONERS AND MEDICAL BENEFITS. December 12, 1954. 
Sm: I have good authority for stating that all medical = 
practitioners in Rockhampton (Queensland) are members of Che Ropal Australasian College of 
a medical benefit society. Accounts are presented and paid 9b sicians 
for professional attention to practitioners and their families. p . 
le on ¥ This excellent example should be a lesson to the rest of the stent 
ember medical profession. We have paid liberal lip service to the IX, 7, = . al 
rience excellence of the National Health Medical Benefifs Scheme, EXAMINATION FOR MEMBERSHIP. 
ing or in advising our patients to join a society, but far too few a aa 
worms of our profession are members of the very organization we AN examination for membership of The Royal Aus- 
should acclaim. Specialist practice has staggering overhead costs, tralasian College of Physicians will be held in March, 1955 
hook- and it is high time that those who expect free specialist The written examination will be held on Saturday, March 
|, and nee 
DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED DECEMBER 4, 1954.* 
- work rm — 
. | 
sed to New | Australian 
1tched Disease. | South | Victoria. | Queensland. South Western Tasmania. Northern Capital Australia.* 
ymen’s } Wales, | | Australia. Australia, Territory, Territory.* 
Helen | | | 
rge of ee 
R.A.C. Acute Rheumatism .. 6(2) | a | 3 | 9 
Amebiasis ‘ Le -< | ~ | os | re 
¥ neylostomiasis - a oe a \ es ] 
ening Anthrax id ae = | a | 5, 
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¢ feet — aS a xe a ge 
npsia. olera ces oe se | ne a os 
. Chorea (St. Vitus) ©. 3], ae, 4 
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Dysentery (Bacillary) Py 1(1) 6(6) 7 
REN. Encephalitis .. a 1 Me 1 © 
Filariasis sis } k 
Homologous Serum Jaundice } 
Hydatid Pe ae = -% | | e - 
Infective Hepatitis oe \ 75(39) | 44(27) 1 cs 120 
Lead Poisoning oe - | . | sg = . 
Leprosy i ‘o oe | + 4s ] ue + 1 l 
Leptospirosis .. 2 ee 4 ee | 2 on a 6 
Malaria | os 5} | ox | ei 1 
Meningococcal Infection | 2 6(2) | 4(1) 1 2(2) 1b 
Ophthalmia | ; a me | 7” 
ported Ornithosis ; Re oe | : 
Paratyphoid .. a e+ | 2 ) 3 
Plague .. * ee +o | es ia - a - 
per- Poliomyelitis .. 2(1) 11(2) | 1 2(1) 16 
f the Puerperal Fever ne as ae \ oe me Sa ay a 
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Salmonella Infection is - - 3 Y s es | ie 
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: Smalipox | ays mee ese ne aa 
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which Trichinosis .. “5 4 means ae \ -“< | on wa , 
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PS 1 Figures in parentheses are those for the metropolitan area. 
* Figures not available. 
° Figures incomplete owing to absence of returns from Australian Capital Territory. 
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26, 1955, in capital cities of the Commonwealth where candi- 
dates are offering. The clinical examination will be in 
Sydney on approximately Friday, May 6, to Tuesday, May 
10, 1955. Only those candidates whose answers in the 
written examination have attained a satisfactory standard 
will be asked by the Censor-in-Chief to proceed to the 
clinical examination. Applications to appear before the 
Board of Censors should be made in the prescribed form 
and must be in the hands of the Honorary Secretary of the 
College not later than Saturday, March 5, 1955. Application 
forms are obtainable from the Honorary Secretary, 145 
Macquarie Street, Sydney. 





Post-Oraduate Tork. 





THE ROYAL INSTITUTE OF PUBLIC HEALTH AND 
HYGIENE 





s 
Courses for the Certificate and the Diploma in Public. 
Health and the Diploma in Industrial Health. 


THE Royal Institute of Public Health and Hygiene, London, 
conducts a recognized course of instruction (for  post- 
graduate medical men and women only) for the Certificate 
in Public Health Examination of the Conjoint Board of the 
Royal College of Physicians of London and the Royal College 
of Surgeons of England. This leads to courses for the 
Diploma in Public Health and for the Diploma in Industrial 
Health. Students are also prepared for the Diploma in 
Industrial Health examination of the Society of Apothecaries 
of London. The next course of instruction for the Certificate 
in Public Health will commence on March 18, 1955. Further 
information, entry forms and prospectuses may be obtained 
from the Secretary of the Institute, 28 Portland Place, 
London, W.1, or from the Acting Dean, at 23 Queen Square, 
London, W.C.1. 





Congresses. 





NAPT FOURTH COMMONWEALTH HEALTH AND 


TUBERCULOSIS CONFERENCE. 


THE subjects for discussion at the main sessions of the 
fourth Commonwealth Health and Tuberculosis Conference 
to be held by the National Association for the Prevention of 
Tuberculosis at the Royal Festival Hall, London, from 
June 21 to 25, 1955, will be as follows: “The Preventive 
Outlook Today”, “Child Hygiene and Infection”, ‘“Tubercu- 
losis: A Problem of Different Races”, “Do Death Rates 
Matter?”, “X-Ray and Tuberculin Surveys: Their Meaning 
and Interpretation’, “Choice of Drugs in Medical and 
Surgical Treatment of Tuberculosis’, “The Psychology of 
the Patient and Relatives as a Factor in Successful Treat- 
ment”. 

Some of the foremost authorities on tuberculosis from 
countries all over the world will be amongst the speakers. 
Discussions and clinical meetings will also be held, and time 
will be given for practical demonstrations and visits to 
sanatoria, hospitals and clinics. 





Australian Medical Board jOroceedings. 


NEW SOUTH WALES. 





Tue following additional qualifications have been regis- 
tered, pursuant to the provisions of the Medical Practitioners 
Act, 1938-1953: Arnott, David Bruce (M.B., B.S., 1940, Univ. 
Sydney), D.L.O., R.C.P. arid S. (England), 1954; Dawson, 
Lionel Adrian (M.B., 1945, Univ. Sydney), M.R.C.P. (Edin- 
burgh), 1954; Evans, Jack Lewis (M.B., B.S., 1947, Univ. 
Sydney), D.P.M., 1954 (Univ. Sydney); Lidwill, Mark Cowley 
(M.B., 1902, B.S., 1908, Univ. Melbourne, M.D., 1908, Univ. 
Melbourne, F.R.A.C.P., 1939), F.F.A., R.A.C.S. (Hon.), 1954; 
Seamonds, Henry (M.B., B.S., 1948, Univ. Sydney), D.G.O., 
1954 (Univ. Sydney). 

The following have been registered, pursuant to the pro- 
visions of the Medical Practitioners Act, 1938-1953, as duly 


qualified medical practitioners: George, John Francis, M.B., 
B.S., 1953 (Univ. Queensland); Gibb, Herbert Ian, M.B., 
B.S., 1925 (Univ. Melbourne); Binnie, John Everard, M.B., 


B.S., 1951 (Univ. Queensland); Bennett, Michael Francis, 
M.B., B.Ch., 1952 (Univ. Ireland); Phillips, Irene Francis, 
M.B., B.S., 1945 (Univ. Queensland); Hissink, Louis Anne 


Gerhard, registered in accordance with the provisions of 
re :" (1) (d) (ii) of the Medical Practitioners Act, 
1938-1953. 





Deaths, 





THE following deaths have been announced: 

LocKLeY.—Ronald Paull Lockley, on December 138, 1954, at 
Sydney. 

SAUNDERS.—Humphrey St. John Saunders, on December 10, 
1954, at Sydney. 





Diarp for the Month. 





JAN. 4.—New South Wales Branch, B.M.A.: Council Quarterly. 
JAN. 11—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 
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Wevical Appointments: Important Motice. 





MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or 
with the Medical Secretary of + British Medical Association, 
Tavistock Square, London, C.1 


New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments in 
New South Wales. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225 
Wickham Terrace, Brisbane, B17): Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
one goes to accept appointments to any COUNTRY 

PITAL or position outside Australia are advised, in 
inet own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary, 80 Brougham 
Place, North Adelaide): All contract practice appointments 
in South Australia. 

Western Australian Branch (Honorary Secretary, 
George’s Terrace, Perth): Norseman Hospital; all contract 
practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 


Tasmania: Part-time specialist appointments for the north-west 
coast of Tasmania. 
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Editorial Motices. 





MANusScRIPTS forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
ar JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 

All communications should be addressed to the Editor, THE 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2- 3.) 


Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 


New South Wales, without delay, of any irregularity in the 


delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received within one 
month. 

SUBSCRIPTION RATES.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the vsual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rate is £5 
per annum within Australia and the British Commonwealth of 
Nations, and £6 10s. per annum within America and foreign 
countries, payable in advance. 
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